DEPARTMENT OF THE NAVY
NAVAL HOSPI TAL

BOX 788250

MARI NE CORPS Al R GROUND COMVBAT CENTER

TWENTYNI NE PALMS, CALI FORNI A 92278- 8250 IN REPLY REFER TO
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NAVAL HOSPI TAL TVENTYNI NE PALMS | NSTRUCTI ON 6220. 10C

From Commandi ng O ficer

Subj : | NFECTI ON CONTROL PROGRAM
Ref : NAVMEDCOM NST 6220. 2A

NAVMEDCOM NST 6230. 3

NAVMED P-5010

29 CFR 1910.32 (a) and (c)

29 CFR 1910. 1030 Cccupati onal Exposure to Bl oodborne
Pat hogens

California Health and Safety Code, Chapter 6.1

Joi nt Conmi ssion on the Accreditation of Healthcare
Organi zations (JCAHO), Accreditation Manual for
Hospital s

(h) CDC GUI DELI NES for Handwashi ng and Hospit al

Envi ronnental Control, 1985

CDC GUI DELI NES for Prevention of Catheter-Associ ated
Urinary Tract Infections, 1982

CDC GUI DELI NES for Isolation Precautions in
Hospital s, 1996
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(k) OPNAVI NST 5420.27J
(1) INAVHOSP29PALMSI NST 6220. 2B

Encl: (1) [NOSOCOM AL T NFECTI ONS- Gener al Consi derati ons
(2) [Nosocom ai Prinmary Bi oodStream I nfection
(3) Nosocom al Pneunoni a
(4) Nosocomal Urinary Tract Infections (UTIS)
(5) Nosocomal Surgical-Site Infections (SSIS)
(6) Infection Control Surveillance Report,

NAVHOSP29PALMS For m 6220/ 10 ( Rev. 4/ 94)

(7) I nfection Control Manual

1. Purpose. To publish a conprehensive Command | nfection
Control Programand cite the conposition of the Infection
Control Committee.

2. Cancellation. NAVHOSP29PALMSI NST 6220. 10B.

3. Policy. Naval Hospital shall conply with state and federal
| aws and regul ations detailing safe and efficient handling and
di sposal of infectious nmaterials, in an effort to mnimze the
risk of infectious disease to both patients and staff nenbers.
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4. Backqgr ound

a. Per references (a) through (1), the Infection Control
Manual outlines effective infection control procedures.
Medi cal treatnment facilities are unique because they are a
central |ocation where the sick, injured, and well people nerge
to receive or admnister health care. As a result, the infection
risk may be intensified. Infections nmay devel op anong staff,
visitors, and patients (particularly those with conprom sed
i mmunity).

b. The Infection Control Commttee assists the Commandi ng
O ficer in devel oping and inplenenting infection control policies
and procedures. This committee is established per reference (k).

5. Conposition. The Infection Control Commttee is conprised of
a Staff Physician with surgical privileges who will act as Chair;
an Infection Control Oficer; and the foll ow ng nenbers:

a. Representative, COccupational Health/Preventive Medicine
(OH PM Depart nent .

b. Representative of Surgical Services
c. Representative of Admnistrative Services

d. Representative of Medical Services

®

Representative of Nursing Services

—

Representative of Ancillary Services
g. Representative of Material Managenent Depart nent
h. Performance | nprovenent Assistant (Recorder)
i. Ad hoc nenbers as deened necessary.
6. Action
a. Infection Control Committee shall:
(1) Meet at least quarterly.

(2) Develop and maintain a conprehensive programto
prevent, identify and control infections.

(3) Define and publish standard objective criteria for
t he di agnosis of nosocom al infections. [Enclosure (I)]|provides
basic criteria.
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(4) Develop surveillance and reporting procedures.

(5) Review of proposals, protocols, and results of
speci al infection control studies.

(6) Review antibiotic susceptibility trends.

(7) Review patient care audits identifying nosocom al
infections as a result of the audit.

(8) Review nedical records reflecting the presence of an
infection not reported in the final diagnosis.

(9) Institute control neasures or studies when it is
determ ned that there is a reasonabl e danger to any patient or
staff nenber.

(10) Assist with infection control related continuing
educati on prograns.

(11) Assist with infection control related enpl oyee health
progr ans.

(12) Review zone inspection reports for infection control
managenent assessnent.

(13) Review m crobiology reports nonthly to detect
positive cultures.

(14) Review equi pnent, cleaning agent selection, |inen
contract and infectious waste instruction.

(15) Through the Chair or Infection Control Oficer,
institute any appropriate control neasures or studies when it is
believed there is danger to any patient or personnel and notify
the appropriate staff nenbers.

b. The Chair, Infection Control Conmttee shall:

(1) I'nformthe Commanding Oficer of all matters
affecting infection control, including outbreaks or conditions
that place patients or staff personnel at increased risk to
i nfectious disease. Immedi ate control neasures will be taken
when a significant health risk is evident. The Commandi ng
O ficer and the cogni zant departnent head(s) will be notified
i mredi ately of action(s) taken or planned.

(2) Prepare an annual report sunmmarizing significant
events, trends, and problens identified during the year, actions
taken and results or status of those actions.
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(3) Act in behalf of the Infection Control Oficer in
hi s/ her absence.

c. The Infection Control Oficer (1CO shall:

(I') I'nterpret and ensure inplenentation of policies of
the coonmttee as approved by the Commanding O ficer.

(2) Be authorized to investigate all reports of real or
suspected infections or contagi ous di seases and have access to
all records or spaces needed for the investigation and, when
necessary, institute appropriate isolation procedures. Wen such
actions are taken, notify the attending physician.

(3) Supervise and teach isolation techniques, working
with all departnments concerning isolation policies and infection
control problens.

(4) Make recommendations for policies to correct
infection control deficiencies. The recommendations will be nade
via the Infection Control Conmmttee Chair.

(5) Report all comruni cabl e diseases |listed in reference
(j) to the Head, OH PM Depart nent.

(6) Conduct infection surveillance and investigate al
suspect ed nosocom al infections, including infections reported in
I nfection Control Surveillance Report, NAVHOSP29PALMS For m
6220/ 10 (Rev. 4/94), eenclosure (6).

(7) Report all significant infection control trends or
concerns to the Infection Control Conmttee.

(8) Monitor the enployee health programregarding
communi cabl e di sease exposures or infections.

(9) Contribute to staff education by:

(a) Developing infection control education |esson
pl ans.

(b) Presenting I essons on infection control policies
and procedures at orientation, inservice education, and annual
trai ni ng update cl asses.

(c) Ensuring personnel who perform zone inspections
are aware of the infection control policies and their responsi-
bilities to report discrepancies.

(10) Review proposals for buying newitens that may inpact
on infection control, such as disinfectant cleaning products,
soap di spensers or sharps di sposal equi pnent.

4
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(11) Review proposed contracts that have an inpact on the
i nfection control program such as housekeepi ng, waste di sposal
and ot her services.

(12) Remain informed on current Navy directives and health
literature on infection control policies, procedures and
trends.

(13) Review and maintain a copy of all blood borne
pat hogen exposure reports.

(14) Ensure all infection control procedures are updated
annual | y.

d. Recorder shall

(1) Prepare, distribute, and maintain files of al
neeting m nutes.

(2) Include in the m nutes nosocom al infection,
antibiotic susceptibility and infection control policy recom
nmendati ons the preceding quarter. Approval of these recommen-
dations shall be the authority for their inplenentation.

e. Head, Cccupational Health/Preventive Mdicine Departnent
shall direct nonitoring of the hospital environnent by:

(1) Collecting appropriate water and ice sanples for
bact eri ol ogi cal content.

(2) Assisting in infection control nmonitoring activities
to include sanitation inspections of the hospital galley, ship's
store and vendi ng machi nes.

(3) Completing Disease Alert Reports (MED 6220-3),
pursuant to reference (a).

(4) Initiating required reports to all official agencies.

(5) Maintaining liaison with all |ocal hospitals and
state heal th departnents.

(6) Adm nister the Bl ood Borne Pat hogen Exposure, Post
Exposure Prophyl axi s, Tuberculosis, Sexually Transmtted D sease,
and Commruni cabl e D sease prograns.

f. Al Healthcare Providers shall
(I') Pronptly report all suspected nosocom al infections

using the Infection Control Surveillance Report, |enclosure (6),
to the Infection Control Oficer.
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(2) Report all reportable diseases to the Infection
Control O ficer and Head, Preventive/ Occupational Health Depart-
ment, as per reference (a).

g. Al Directors, Departnent Heads and Supervi sors shal
i npl enent the provisions of this instruction and ensure that the
I nfection Control Surveillance Report, lenclosure (6)|is:

(1) Available to all staff nenbers.

(2) Appropriately filled out, in the event of a possible
nosocom al .

(3) I'mrediately sent to the Infection Control Oficer in
t he Performance | nprovenent Departnent for follow up.

h. Registered Nurse responsible for the patient shall report
any actual or suspected infection and institute appropriate
i solation procedures. Wen any of these actions are taken, the
attendi ng physician shall be notified.

i. Al staff nmenbers shall be required to | earn, understand
and fully support the Command's Infection Control Program as

outlined in enclosure (7). Infection control is a full-tine job
and demands pronpt reporting and correction of problem areas
before infections are transferred. Every person is a vital |ink

in the infection control program and nmust share in the responsi-
bilities for prevention of infections.

7. Applicability. This instruction is applicable for all
personnel aboard Naval Hospital, Twentynine Palns, California.

8. New or Revised Forns. Infection Control Surveillance Report,
NAVHOSP29PALMS Form 6220/ 10 (Rev. 8/94), has been adopted in
accordance wth this instruction and may be obtained in Central
Fil es.

}E,Efi;;;ha@ o

R S. KAYLER

Di stri bution:
Li st A



DEPARTMENT OF THE NAVY
NAVAL HOSPI TAL
BOX 788250

MARI NE CORPS Al R GROUND COMBAT CENTER

TWENTYNI NE PALMS, CALI FORNI A 92278- 8250 IN REPLY REFER TO
NAVHOSP29PALMSI NST 6220. 10C CH- 1
Code 0901

29 April 1998

NAVAL HOSPI TAL TVENTYNI NE PALMS | NSTRUCTI ON 6220. 10C CHANGE
TRANSM TTAL 1

From Commandi ng O ficer
Subj : I NFECTI ON CONTROL PROGRAM

1. Purpose. To direct pen and ink changes to the basic
directive.

2. Action

a. On page 1, delete the contents of paragraph 5 after the
word “conposition” up to and including “nmenbers” and insert the
following. “The infection Control Conmittee is conprised of a
Staff Physician with surgical privileges who will act as Chair;
an Infection Control Oficer, and the follow ng nenbers:”

b. On page 2, subparagraph 5h delete the word “Secretary”
and insert “assistant” in lieu of.

3. Filing. This change transmttal will be filled i mediately
after the signature page of the basic instruction.

F
=" /|

R S. KAYLER

DI STRI BUTI ON:
Li st A
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NOSOCOM AL | NFECTI ONS- GENERAL CONSI DERATI ONS

l. DEFI NI TI ON Nosocom al infection: a |ocalized or systemc
condition resulting forman adverse reaction to the presence of
an infectious agent(s) or its toxin(s) not present or incubating
at the time of adm ssion to the health-care facility.

1. | MPORTANT CONSI DERATI ONS

A. For the majority of bacterial nosocomal infections, the
i nfection usually becones evident 48 hours or nore follow ng
adm ssi on; however, each infection nust be assessed individually
for evidence that links it to the health-care facility.

B. dassification of infection as nosocomal usually is
based on a conbination of clinical or |aboratory data,;
supportive data (e. g., X-rays, pathology reports) may al so be
used as appropriate.

C. A physician’s/surgeon’s diagnosis of infection is an
acceptable criterion, unless there is evidence to the contrary.

D. Preventability of an infection is not a consideration
when determ ning whether it is nosocom al.

E. Surveillance definitions are not intended to be the
reason for nmaking treatnent decisions.

F. Conditions that are not infectious:

1. Col oni zation-presence of organisns in or on a body
site, but not causing clinical signs or synptons of infection.

2. Inflammation-a condition that results fromresponse to
injury or stimulation by noninfectious agent.

[11. SPECI AL SI TUATI ONS | N WHI CH AN | NFECTI ON | S CONSI DERED
NOSOCOM AL

A. Infection acquired in the health-care facility but not
clinically evident until after discharge.

B. Infection in neonates resulting from passage through the
birth canal

Encl osure (1)
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V. SPECI AL SI TUATIONS I N VWHI CH AN | NFECTI ON | S NOT CONSI DERED
NOSOCOM AL

A. Infection associated with a conplication or extension of
infection already present at the time of adm ssion, unless a
change in the pathogen or synptons strongly suggest the
acquisition of a new infection.

B. In infants, an infection known or proved to have been

acquired transplacentally (e. g., cytonegal ovirus, rubella), and
becones evident at or before 48 hours after birth.

Encl osure (1)
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NONSOCOM AL PRI MARY BLOCDSTREAM | NFECTI ON

Definitions/criteria-Laboratory-confirmed bl oodstream i nfection
nmust neet one of the followng criteria:

l. Recogni zed pat hogen isolated from bl ood culture and
pat hogen is not related to infection at another site.*

. One of the followng: fever (>38 C, chills, or
hypot ensi on and at | east one of the follow ng:

A.  Common skin contam nant (e. g., Diptheroids, Bacillus
sp., Propionibacteriumsp., coagul ase-negative staphyl ococci)
isolated fromtwo blood cultures drawn on separate occasi ons and
organismis not related to infection at another site.

B. Common skin contam nant isolated fromat |east one bl ood
culture frompatient with intravascul ar access device and
physician institutes appropriate antim crobial therapy.

C. Positive antigen test on blood (e. g., H influenzae; S.
pneunoni ae; N. nmeningitidis; or Goup B streptococci)** and
organismis not related to infection at another site.

1. Patient < 12 nonths of age has one of the follow ng: fever
(>38 ©, hypotherma (<37 C), apnea, bradycardia and any of the
fol | ow ng:

A.  Common skin contam nant isolated fromtwo bl ood cul tures
drawn on separate occasions.*

B. Common skin contam nant isolated fromblood culture from
patient with intravascul ar access devi ce and physici an
institutes appropriate antim crobial therapy.

C. Positive antigen test on blood (e. g., H influenzae; S.
pneunoni ae; N. nmeningitidis; or Goup B streptococci) and signs
and synptons and positive |laboratory results are not related to
an infection at another site.** and, pathogen is not related to
infection at another site.

*Note: Al intravascul ar devi ce-associ ated bl oodstream
infections are classified as primary even if |ocalized signs of
i nfection

Encl osure (2)
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are present at the access site.

**By rapid diagnostic test (e. g., counter
i mmunoel ectrophoresis).

Encl osure (2)
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NOSOCOM AL PNEUMONI A

DEFI NI TI ONS/ CRI TERI A ( DEFI NED SEPARATELY FROM OTHER | NFECTI ONS
OF THE LOAER RESPI RATCORY TRACT)

Must nmeet one of the followng criteria:

l. Ral es or dullness to percussion on physical exam nation
of chest ans any of the followng criteria:

A.  New onset of purulent sputum or change in character of
sputum

B. Oganismisolated fromblood culture.

C. Isolation of pathogen from specinmen obtai ned by
transtracheal aspirate, bronchial brushing or biopsy.

1. Chest radi ographi c exam nati on shows new or progressive
infiltrate, consolidation, cavitation or pleural effusion and
any of the follow ng:

A.  New onset of purulent sputum or change in character of
sputum

B. Oganismisolated from bl ood culture.

C. Isolation of pathogen from speci men obtai ned by
transtracheal aspirate, bronchial brushing, or biopsy.

D. Isolation of virus or detection of viral antigen in
respiratory secretions.

E. Diagnostic single antibody titer (I1gM or fourfold
increase in paired serum sanples (1gB) for pathogens.

F. Hi stopathol ogi c evidence of pneunoni a.
I11. Patient < 12 nonths of age has two of the follow ng:
apnea, tachypnea, bradycardi a, wheezing, rhonchi or cough; and

any of the follow ng:

A.  Increased production of respiratory secretions.

Encl osure (3)
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B. New onset of purulent sputum or change in character of
sput um

C. Oganismisolated fromblood culture.

D. Isolation of pathogen from speci men obtai ned by
transtracheal aspirate, bronchial brushing, or biopsy.

E. Isolation of virus or detection of viral antigen in
respiratory secretions.

F. Diagnostic single antibody titer (I1gM or fourfold
increase in paired serum sanples (1gB) for pathogen

G Histopathol ogi c evidence of pneunoni a.
| V. Patient < 12 nonths of age has chest radiologic
exam nation that shows new or progressive infiltrate,
cavitation, consolidation or pleural effusion and any of the
fol | ow ng:

A. Increased production of respiratory secretions.

B. New onset of purulent sputum or change in character of
sput um

C. Oganismisolated from bl ood culture.

D. Isolation of pathogen from specinen obtai ned by
transtracheal aspirate, bronchial brushing, or biopsy.

E. Isolation of virus or detection of viral antigen in
respiratory secretions.

F. Diagnostic single antibody titer (IgM or fourfold
increase in paired serumsanples (1gB) for pathogen

G Histopathol ogi c evidence of pneunoni a.
COVMON RI SK FACTORS
The strongest risk factor for nosocom al pneunonia is nechani cal

or tracheal intubation (three- to 21-fold increase).

Encl osure (2)
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Patients Wthout Mechanical Ventilation
-Chronic lung di sease
-Severity of illness/trauna
- Upper abdom nal or thoracic surgery
-Duration of surgery
- Age
-Poor nutritional state or hyperbilirubinema
- I mmunosuppr essi ve t herapy
- Depressed | evel of consciousness
-Inpaired airway reflexes or difficulty handling secretions
-Duration of hospitalization
-Large vol une aspiration
- Nasoenteric tube
- Neur orruscul ar di sease
- Mal e gender

Mechanically Ventilated Patients

-Duration of mechanical ventilation

-Chronic lung di sease

-Severity of lung disease

- Age

-Severe head trauma or intercranial pressure nonitor

-Barbiturate therapy after head trauma

-G oss aspiration of gastric contents

- Rei ntubation or self-extubation

- Upper abdom nal or thoracic surgery

-Ventilator circuit changes at intervals of |less than 48
hour s

- Supi ne head position

-Fal |l -wi nter season

-Prior antibiotic therapy

-Nasoenteric tube

- Bronchoscopy

- Shock

-Blunt trauma

-Stress ulcer with macroscopi ¢ bl eedi ng

COVMON ETI OLOG C AGENTS

Pseudononas sp., Enterobacter sp., S. aureus, Klebsiella sp.,
Aci net obacter sp., Legionella sp.

Encl osure (3)
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PREVENTI ON
| . CGeneral Measures

1. Handwashi ng
2. Aseptic technique for respiratory tract nanipul ation.

3. Proper disinfection and mai ntenance of respiratory
equi pnent .

4. Avoid supine head position; elevate head of bed (30 to
45 degrees) for patients whenever possible.

5. Avoid drainage of ventilator tubing condensate toward
t he patient.

6. Ventilator circuit changes at intervals > 48 hours.

7. Preserve gastric acidity; use nonal kalinizing gastric
cytoprotective agent in patients at risk of stress bl eeding.

8. Mnimze use of antibiotics.
9. Optimze nutritional status of severely ill patients.

10. Decrease duration of imunosuppression (e. g., use of
granul ocyte colony stimulating factor.

11. Renpbve nasogastric tube when no | onger needed.

12. Conduct surveillance for cases of pneunonia and give
f eedback to personnel.

1. Specific measures for selected infections
A. Legi onnaires disease

1. Hyperchlorinate or super-heat hospital water system

2. Routinely clean water-supply system

Encl osure (3)
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3. Consider use of sterile water by inmunosuppressed
pati ents.

4. Properly design, place and maintain cooling towers.
B. Aspergillosis

1. Renpbve granul ocytopenic patients fromvicinity of
constructi on.

2. Place severely granul ocytopenic patients in a
prot ected environnment.

3. Have granul ocytopenic patients wear a mask when
| eaving a protected environnent.

4. Routinely maintain hospital air-handling systens and
roons of i nmunosuppressed patients.

C. Respiratory syncytial virus (RSV)
1. Consider routine preadm ssion screening of high-risk
patients (e. g., < 2 years of age, congenital pul nonary/cardiac
di sease, i mmunosuppression).

2. Private roons, cohorting of patients and nursing
personnel during hospital outbreaks of RSV infection.

3. Wash hands; wear gl oves; wear a gown.
D. Influenza

1. Vaccinate high-risk patients and their care
provi ders before influenza season.

2. Use anmant adi ne/ ri mant adi ne for chenoprophyl axi s and

treatnment of patients and personnel during influenza A
out br eaks.

Encl osure (3)



NAVHOSP29PALNMSI NST 6220. 10C
28 Cctober 1997

NOSOCOM AL URI NARY TRACT | NFECTI ONS
DEFI NI TI ONS/ CRI TERI A
SYMPTOVATI C UTI (MJUST MEET ONE OF THE CRI TERI A BELOW :

l. One of the follow ng: fever (> 38 C), urgency,
frequency, dysuria or suprapubic tenderness and a urine culture
(obtai ned aseptically, e. g., by clean catch, bl adder
catheterization or suprapubic aspiration).

1. Two of the follow ng: fever (> 38 C), urgency,
frequency, dysuria, or suprapubic tenderness and any of the
fol | ow ng:

A. Dipstick test positive for |eukocyte esterase and/or
nitrate.

B. Pyuria (> 10 white blood cells [WBC]/m or > 3
VBCs/ hi ghpower field of unspun urine).

C. Oganisnms seen on gram stain of unspun urine.

D. Two urine cultures with repeated isolation of the
sane uropat hogen (gram negative bacteria or Staphyl ococcus
saprophyticus) with > 102 colonies/m urine in nonvoi ded
speci nens.

E. Uine culture with > 105 colonies/m wurine of single
uropat hogen in patient being treated with appropriate
antim crobial therapy.

F. Physician’s diagnosis.

G Physician institutes appropriate antim crobi al
t her apy.

[11. Patient < 12 nonths of age has one of the follow ng: fever
(> 38 C, hypotherma (< 37 C), apnea, bradycardia, dysuria,

| et hargy or vomting and urine culture of > 105 colonies/m wurine
with no nore than two species of organisns.

| V. Patient < 12 nonths of age has one of the foll ow ng: fever
(> 38 O, hypotherma (< 37 C), apnea, bradycardia, dysuria,
| et hargy or vomting and any of the follow ng:

A. Dipstick test positive for |eukocyte esterase and/or
nitrate.

Encl osure (4)
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B. Pyuria.
C. Oganisnms seen on gram stain of unspun urine.

D. Two urine cultures with repeated isolation of sane
ur opat hogen with > 102 organi sns/ M urine in nonvoi ded speci nens.

E. Wine culture with < 105 colonies/m urine of a
si ngl e uropathogen in patient being treated with appropriate
antim crobial therapy.

F. Physician’s diagnosis.

G Physician institutes appropriate antim crobi al
t her apy.

ASYMPTOMATI C BACTERI URI A (MUST MEET ElI THER OF THE CRI TERI A
BELOW :

l. An indwelling urinary catheter is present within seven days
before urine is cultured and patient has no fever (> 38 O,
urgency, frequency, dysuria or suprapubic tenderness and has
urine culture of > 105 organisnms/m urine with no nore than two
speci es of organisns.

1. No indwelling urinary catheter is present wthin seven days
before the first of two urine cultures wwth > 105 organi snms/ m
urine of the same organismw thout nore than two species of
organi snms, and patient has no fever (> 38 C), urgency, frequency,
dysuria, or suprapubic tenderness.

COVMON RI SK FACTORS

1. Indwelling urinary catheters (present in ~80 percent; per-day
risk of bacteriuria 3 percent to 6 percent)

2. UWUologic instrunentation
3 Advanced age

4. Femal e gender
5

Severe underlying illness

Encl osure (4)
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COMMON ETI OLOd C AGENTS

E. coli, group D streptococci (e. g., enterococci), Pseudononas
aerugi nosa, Klebsiella sp., Proteus mrabilis, Candida species,
Ent er obacter sp., S. epidermdis and S. aureus.

PREVENTI ON OF CATHETER- ASSOCI ATED UTI s

Avoi d cat heterization.

Decrease duration of catheterization

Use intermttent catheterizati on whenever possible.

Insert catheters aseptically.

Use cl osed sterile drai nage systens.

Use condom cat heters in cooperative nale patients.

Maintain gravity drain at all tinmes.

©® N o o0 2 w Db e

Separate infected and uninfected patients whenever possible.

Encl osure (4)
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NOSOCOM AL SURG CAL- SI TE | NFECTI ONS ( SSI s)
DEFI NI TI ONS/ CRI TERI A

Superficial incisional SSIs

Must neet the following criteria: Infection occurs within 30 days
after the operative procedure and invol ves only skin or

subcut aneous tissue of the incision, and at | east one of the
follow ng is present:

1. Purulent drainage fromthe superficial incision.

2. Oganisns isolated froman aseptically obtained culture
of fluid or tissue fromthe superficial incision.

3. At least one of the follow ng signs or synptons of
infection: pain or tenderness, localized swelling, redness or
heat - and superficial incision is deliberately opened by surgeon,
unl ess culture of incision is negative.

4. Diagnosis of superficial incisional SSI by the surgeon or
attendi ng physi ci an.

The following are not reported as superficial incisional SSI:
stitch abscess (mninmal inflammation and di scharge confined to
the points of suture penetration), infection of an episiotony or
a neonate’s circuntision site, infected burn wound, incisional
SSI extending deep into the fascial and nuscle |ayers (see deep
i nci sional SSI).

Deep incisional SSIs

Must nmeet one of the followng criteria: Infection occurs within
30 days after the operative procedure if no inplant (defined as a
nonhuman- deri ved i npl antabl e foreign body, e. g., prosthetic
heart val ve, joint prosthesis, nonhuman vascul ar graft) is left
in place or within one year if inplant is in place and the

i nfection appears to be related to the operative procedure and

i nfection involves deep soft tissues (e. g., fascial and nuscle

| ayers) of the incision, and at | east one of the following is
present:

1. Purulent drainage fromthe deep incision but not fromthe
or gan/ space conponent of the surgical site.

2. A deep incision spontaneously dehisces or is deliberately
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opened by a surgeon when the patient has at |east one of the
foll ow ng signs or synptons: fever (> 38 C), localized pain or
tenderness, unless culture of the incision is negative.

3. An abscess or other evidence of infection involving the
deep incision is found on direct exam nation, during reoperation
or by histopathol ogi ¢ or radiol ogic exam nati on.

4. Diagnosis of a deep incisional SSI by a surgeon or
attendi ng physi ci an.

Or gan/ space SSl s

I nvol ves any part of the anatony (e. g., organs or spaces), other
than the incision, opened or nmani pul ated during the operative

pr ocedure.

SPECI FI C SI TES OF ORGAN SPACE SSI s

-Arterial or venous infection

- Breast abscess or nmastitis

-Di sc space

-Ear, mastoid

-Endonetritis

- Endocarditis

-Eye, other than conjunctivitis
-Gastrointestinal

-l ntra-abdom nal, not specified el sewhere
-Intracranial, brain or dural infections abscess
-Joint or bursa

-Mediastinitis

-Meningitis or ventriculitis

-Myocarditis or pericarditis

-Oral cavity (nouth, tongue, or guns)
-Csteonyelitis

-QOher infections of the |ower respiratory tract
-OQ her infections of the urinary tract
-Oher nmale or fenmal e reproductive tract
- Spi nal abscess without neningitis
-Sinusitis

-Upper respiratory tract, pharyngitis
-Vagi nal cuff

Organ/ space SSIs nust neet the following criteria: Infection
occurs within 30 days after the operative procedure if no inplant
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is left in place or wwthin one year if inplant is left in place
and the infection appears to be related to the operative
procedure and infection involves any part of the anatony (e. g.,
organs or spaces) other than the incision opened or manipul ated
during the operative procedure, and at |east one of the foll ow ng
IS present:

1. Purulent drainage froma drain that is placed through a
stab wound* in the organ/space.

2. Oganisns isolated froman aseptically obtained culture
of fluid or tissue in the organ/space.

3. An abscess or other evidence of infection involving the
organ/ space on direct exam nation, during reoperation or by
hi st opat hol ogi ¢ or radiol ogi c exam nati on.

4. Diagnosis of organ/space SSI by surgeon or attending
physi ci an.

SSI involving nore than one specific site

1. Infection that involves both superficial and deep
incision sites is classified as deep incisional SSI.

2. Cccasionally an organ/space infection drains through the
i ncision. Such infection generally does not involve reoperation
and is considered a conplication of the incision. It is therefore
classified as a deep incisional SSI.
COVMON RI SK FACTORS

1 ASA cl ass >l

2 Duration of operation (>2 hours)

3. Surgical wound cl ass other than “cl ean”

4 Positive intraoperative cultures
COVMON ETI OLOd C AGENTS
St aphyl ococcus sp., E. coli, Enterobacter sp., Pseudononas sp.,

and anaerobes (e. g., Bacteroides sp.) Particularly when
gastroi ntestinal tract involved.
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PREVENTI ON

1. Avoid shaving of hair at the operative site; hair renova
by depilatory or clipping should be perfornmed i medi ately before
surgery.

2. Use a strict aseptic technique.

3. Use preoperative antibiotic prophylaxis for indicated
procedures. (Note: Except for a few exceptions, e. g., C-section,
anti biotics should be adm nistered within two hours prior to
i nci sion.)

4. Optimze surgical technique (e. g., gentle handling of
the tissue, elimnation of dead space, avoi dance of unnecessary
drains, reduction of blood | oss or hematona fornmation).

5. Periodic reporting of surgeon-specific SSI data to the
surgeons with aggregate conparative data for other surgeons.

6. Preoperative treatnent of renote infections.
7. Control diabetes; narkedly obese patients should |ose

wei ght; discontinue or decrease steroid dosages; | nprove
nutrition of mal nourished patients before el ective surgery.
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| NFECTI ON CONTROL SURVEI LLANCE REPCORT

PATI ENT
WARD/ DEPT
SSN

RANK/ SERVI CE
PHYSI CI AN
UNI' T

HAS PATI ENT BEEN ADM TTED W THI N THE LAST 30 DAYS? YES__NO _

DI AGNOSI S

1. SITE OF INFECTION: (Cl RCLE ONE)
a. WOUND
b. SKIN

c. SYMPTOMATIC
d. BURN
e. URI NARY TRACT
(1) SYMPTOMATIC
(2) ASYMPTOMATI C
F. OTHER (I NDI CATE - |V, ENDOVETRITI'S, BACTEREM A, ETC.,)
2. CLASSI FI CATI ON OF | NFECTION:  (Cl RCLE ONE)
a. CLEAN CASE: BECAMVE | NFECTED
b. UNCLEAN CASE: HAD POTENTI AL FOR | NFECTI ON
c. CONTAM NATED CASE
d. | NFECTED PRI OR TO ADM SSI ON bei ng seen

3. SURVEI LLANCE NOTES (FOR USE BY | NFECTI ON SURVEI LLANCE
OFFI CER)

a. SI GNI FI CANT PROCEDURES DONE:

b. TEMPERATURE ELEVATI ONS:

c. ANTI Bl OTI C THERAPY:

d. SIGNI FI CANT LABORATORY DATA:
COMVENTS:

NAVHOSP29PALMS For m 6220/ 10
(Rev 8/94)
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Chapter 1
| NFECTI ON CONTROL PROGRAM

1001. Purpose. To reduce transmtting conmuni cabl e di seases

bet ween patients and nedi cal personnel. Al though nosocom al
infections are generally considered to be a problemw thin
patient care areas, communi cabl e di sease transm ssion is possible
anywhere in a nedical treatnent facility. Al staff personnel
nmust take an active part identifying and elimnating conditions
that contribute top disease transm ssion

1002. Definitions

a. Bl oodborne Pat hogens. Pathogenic m croorgani sns present
i n human bl ood and can cause di seases in hunmans. These pat hogens
i nclude, but are not limted to, hepatitis B virus (HBV) and
human i mmunodefi ci ency virus (H V).

b. Colonization. The presence and grow h of m croorgani sns
in or on the host, but w thout any obvious clinical synptons or
recogni zed i mmune reaction at the tine it is isolated.

c. Community Acquired Infection. Infection which is incu-
bating or active prior to the patient's adm ssion to the hospital
or treatnent in an anbulatory clinic, unless it can be traced to
recent hospitalization or outpatient care. |If the infection
devel ops within 48 hours after adm ssion or treatnent in an out-
patient clinic, and the incubation period is unknown, it is con-
sidered to be community acquired.

d. Communi cable Disease. An illness caused directly or
indirectly by a specific infectious agent or toxic product and
transm ssion of that agent or its products froman infected
person, animal, or inaninmate object to a susceptibl e person.

e. Contam nation. Infectious agents (either bacteria,
viruses, or fungi) that are tenporarily present on the body
surface, without tissue invasion or physiological reaction.
Contam nation may refer to the presence of infectious agents
on or in an inanimte object.

f. Infection. The entry, developnent, or nultiplication of
an infection agent in the body of man or animal. The result may
be an evident clinical disease (infectious disease) or subclini-
cal (inapparent infection).

g. Infection Control Program The coordinated efforts of
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all staff nembers to reduce the occurrence of nosoconi al infec-
tions in nedical treatment facilities. Admnistration of the
program includes infection surveillance, education, and consul -
tation.

h. Infectious Agent. An organism(virus, rickettsia,
bacteria, fungus, protozoa, or helmnth) that can produce an
infection or infectious disease.

i. Infectious Disease. A clinically evident disease of man
or animal resulting froman infection.

J. Nosocomal Infection. Infections that devel op during
hospitalization, or as a consequence outpatient nedical care.
Nosocom al infections may occur in anyone who has been in a
hospital or clinic, whether they are involved with patient care
or not. It is generally accepted that infections which are not
present or incubating at the tine of adm ssion or treatnent, and
whi ch devel op nore that 48 hours after adm ssion or treatnent,
are consi dered nosocom al

k. Perinatally Acquired Infection. Infections in newborns,
which are acquired in the uterus or during |labor, usually dis-
pl ayi ng synptons within 48 hours of birth.

1003. | nfection Surveill ance

a. Introduction. Efficient infection surveillance is the
basis for an effective infection control program Surveill ance
activities include total -house surveillance and focused revi ews.
The rational supporting focused reviews is to target the noso-
com al infections which have the greatest inpact on adverse
pati ent outcomes and which cause the greatest financial burden to
the hospital. The follow ng categories are subject to review
when deened appropriate by the | CO

(1) Lower Respiratory Tract Infections (pnuenonias)
(2) Surgical Site Infections (SSI's)

(3) Bacterem as

(4) 1V Phlebitis

(5) Urinary Tract Infections (UTI'S)

(6) Endonetritis

Encl osure (7)
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b. The tine allotted for the 1CO shall be del egated as
follows: (a) surveillance, investigation, short reviews, data
collection, and records 50% (b) orientation, education of
enpl oyees, policies reporting, and professional education 50%

c. Sources of Information. Patients exposed to infectious
agents in a nedical treatnent facility, and subsequently devel op
i nfections or conmuni cabl e di seases, nay not seek nedical
attention or may go el sewhere for treatnent. Consequently, many
infections may go undetected. This can be prevented to sone
extent with an aggressive surveillance program which includes:

(1) Reviewi ng mcrobiology reports for positive cultures.
A positive culture by itself does not nean that a nosocom al
infection has occurred. The result nust be investiga- ted to
determ ne the circunstances, and evi dence eval uated using
definitions for nosocom al infections. The investigation should
i ncl ude consultation with any staff personnel who are famliar
wi th the case.

(2) Using Infection Control Surveillance Report,
encl osure (2), to docunment known or suspected infections or
comuni cabl e di seases in patients or staff that may be the result
of nedi cal procedures or job related exposures in the nedical
treatnment facility (MIF). These reports should be submtted to
the 1CO for follow up.

(3) Advising patients to report all subsequent conplica-
tions or adverse conditions, including infections, that occur as
a result of treatnment they received at any MIF to their health
care provider. This information should be recorded on the Infec-
tion Control Surveillance Report formby the health care provider
who sees the patient and then be forwarded to the I CO

1004. M crobiological Surveill ance

a. Culturing the Environnent

(I') The occurrence of nosocomnial infections has proven
to be related to I evels of general mcrobial contam nation of the
air or environnental surfaces.

(2) M crobiological sanpling should be imted to eval u-
ating high risk areas or equi pnent connected with outbreaks of
i nfections or conmuni cabl e di seases. Culturing should only take
pl ace after consulating the 1CO and the Laboratory Departnent.
Forward results to the 1CO.  The follow ng are exanpl es of equip-
ment consi dered for environnental culturing:
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(a) Steam autocl aves

(b) Physical Therapy whirl pool tanks

(c) Respiratory and anest hesi a equi pnent

(d) Water and ice

b. Culturing Staff Personnel. M crobiological culturing of

staff personnel (including anterior nares, skin |lesions, rectum
hands, and stool specinens) would be [imted to epi dem ol ogi cal
i nvestigations of infectious di sease outbreaks.

c. Culturing Patients. Health care providers nmay order
patient cultures for diagnostic or epidem ol ogi c purposes.

1005. Reportabl e Di seases

a. Per reference (a), Disease Aslter Reports (DAR) nust be
submtted for di seases or di sease outbreaks listed in reference

(7).

b. Staff personnel nust pronptly report all confirmed or
suspected reportabl e di seases, whether they originate in the
hospital or community to the ICO Reporting does not relieve
staff personnel from beginning infection control measures.

c. Reportable diseases diagnosed, suspected, or treated nust
be reported to the Head, OH PM Departnent as per reference (j).

d. The Head, OH/ PM departnent is responsible for preparing
DAR s and notifying local or state health agencies of reportable
di seases.

1006. Enpl oyee Heal th

a. | nt roducti on

(1) Due to increased exposure to disease in the patient
care setting, personnel who work in MIF's have a higher risk of
acqui ring communi cabl e di seases and are nore likely to be conta-
gi ous than people in the general population. It is inperative
that staff personnel take proper precautions against comuni cabl e
di seases.

(2) Precautions include inmmunizations, periodic nedical
screening, barriers against exposure to patients wth known
comuni cabl e di seases, standard precautions, and procedures to
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prevent sharps injuries and nucosal exposure to bl oodborne
di seases. Preventing bl oodborne pathogen exposure is further
delineated in Chapter 7 of this Manual.

(3) Staff nenbers exposed to conmuni cabl e di seases nust
be eval uated and provided active or passive prophyl axis, as
appropri ate.

b. I nmmuni zations and Periodi c Medi cal Screening

(1) The inmmunol ogic status of all staff personnel nust be
reviewed and current before they are placed in positions where
exposure to conmuni cabl e diseases is likely. This is acconplish-
ed by:

(a) Review ng nedical records of mlitary personnel
reporting for duty to update their physical exam nations,
i muni zations and their status with respect to conmuni cabl e
di seases.

(b) Screening all new civilian personnel (including
students) to determne their status with respect to conmunicabl e
di seases and i nmuni zati ons.

(c¢) I'mrunol ogi ¢ status should be known for varicella,
munps, neasles, rubella, hepatitis B, HV, and ot her comruni cabl e
di seases consi dered appropriate. The information will be based
on docunented nedi cal history, immunization records, or serologic
tests. Immunization of all civilian staff personnel nust be
augnented to conformto the requirenents stated in reference (b).

(d) Al staff imunizations and screeni ng exam na-
tions nmust remain current.

c. Communi cable Diseases in Staff Personne

(1) Staff personnel who have a communi cabl e di sease, are
known carriers, or have been exposed to conmuni cabl e di seases
must report to the Head, OH PM Departnent for nedical eval uation
treatnment, or prophyl axis.

(2) The Head, OH PM Departnment will determ ne the poten-
tial for transmtting the disease to others in the work environ-
ment and what restrictions, precautions, or additional testing
I's required.

1007. Viral Hepatitis
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a. Hepatitis has been recognized a risk to personnel in-
volved wwth health care. The term"viral hepatitis" or
hepatitis is commonly used for at least three clinically simlar
di seases that are etiologically and epidem ol ogically distinct.

(I') Hepatitis A (HAV), formally called "infectious
hepatitis", is transmtted by the fecal oral route.

(2) Hepatitis B (HBV), fornmally identified as "serum
hepatitis”, is transmtted by bl ood and body fl uids.

(a) Health care personnel with frequent bl ood
contact are at high risk of exposure.

(b) Despite conscientious nedical attention and the
availability of diagnostic screening procedures patients may not
be identified.

(c) Wien a patient is not identified as a carrier,
it is possible that exposed enpl oyees woul d not receive appropri-
at e i nmunopr ohyl axi s.

(3) Hepatitis Athrough G wusually transmtted by
blood in this country, is caused by one or nore viruses.

b. Al mlitary personnel and civilian staff (including
vol unteers and students) in occupational situations characterized
by frequent potential contact wth human bl ood, bl ood products,
or other body fluids nust be vacci nated agai nst Hepatitis B.

(I') This is a three (3) dose series.

(a) The second dose is given one nonth after the
t and the third dose is given 5 nonths after the second,

rs
1, and 6 nonths).

fi
(0.
(b) Either plasma-derived hepatitis B vaccine or

reconbi nant DNA hepatitis B vaccine may be used and inter-
changed during the 3 dose series.

(2) Post vaccination screening is not reconmended by the
| muni zation Practices Advisory Commttee (1 PAC), Public Health
Service. However, if it is done, the subject should be tested
for antiHB's one nonth after the third dose is adm nistered.

(3) Personnel who began, but did not conplete the basic
three dose series of either plasna-derived vacci ne or reconbi nant
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DNA vacci ne according to the prescribed schedul e, should foll ow
the algorithm provided in Appendix A Either plasma-derived
vacci ne or reconbi nant DNA vacci ne nay be used.

(4) Routine boosters of hepatitis B vaccine are not
recommended.

(5) Side effects are mnor and may include pain at the
injection site and | ow grade fever.

(a) There is no evidence that plasna-derived
Hepatitis B vaccines can transmt the Human | mmunodefi ci ency
Virus (H V).

(b) HHV is inactivated in the plasna-derived
hepatitis B manufacturing process and there are no bl ood or
serum conponents in reconbi nant DNA Hepatitis B vacci ne.

(6) The | PAC recomrends that pregnancy not be considered
a contraindication for using Hepatitis B vaccine in individuals
who were ot herw se eligible.

1008. Varicell a-Zoster (Chi cken Pox and Shi ngl es)

a. Primary Varicella-Zoster (Chicken Pox) is a highly
cont agi ous di sease with serious inplications in MF s.

(1) Susceptible i muno-conprom sed patients are
particularly predi sposed to such life threatening conplications
as encephalitis and pneunoni a.

(2) The disease is endemic in the United States. The
majority of the popul ation are exposed and infected during child-
hood, resulting in life long i Mmunity.

(3) Ahistory of illness generally inplies imunity. In
the absence of a clear history of illness, imunity can be deter-
m ned by a serum anti body titer.

(4) Respiratory secretions are infectious 1 to 2 days
prior to onset of the | esions. Personnel exposed during that
period of tinme nmust be informed of their exposure and eval uated
for prior history of exposure or illness.

b. Shingles is caused by reactivation of latent Varicella
(or Herpes) Zoster virus. The risk of disease transm ssion is
| ess that of Chickenpox, but is still present. Susceptible
i ndi vidual s exposed to persons with shingles nmay devel op cl assic
Chi ckenpox.
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c. Personnel with synptons of Varicell a-Zoster infection
must be eval uated as soon as synptons occur. Notify the Head,
OH/ PM Departnent for nedical evaluation and contact investiga-
tions to identify patients and staff potentially exposed to the
Vi rus.

(1) Exposed Staff Menbers

(a) Susceptible, exposed staff nenbers (both mlitary
and civilian) will be renoved fromdirect patient care during the
period of comrunicability (fromthe 7th through the 21st day
foll om ng exposure).

(b) Shall be counsel ed on the signs and synptons of
Varicel |l a- Zoster, potential conplications (e.g., varicella
encephalitis and pneunonia) and what restrictions apply to them

(c) These personnel may be assigned adm nistrative
duties away from patient care areas, provided exposure to suscep-
tible staff nmenbers can be avoided, until after the 21st day of
exposure or recovery from Varicel |l a- Zoster.

(d) The imunol ogic status of exposed staff nenbers
who do not develop clinical varicella should be determ ned 30
days after they return to work.

(2) Staff Menbers with Varicella-Zoster Infection
(chi ckenpox or shingles).

(a) Personnel with Varicella-Zoster infection nay not
work during the period of illness; however, they may return to
duty when all their |esions are crusted.

(b) G vilians should be sent hone on sick |eave. |If
an enpl oyee believes the illness is the result of an occupa-
ti onal exposure, they may apply for worker's conpensati on.

(c) Active duty personnel who live in the Bachel or
Quarters (BQ, should be admtted to a hospital in private,

negative pressure roons until all lesions are crusted.

(d) Active duty personnel who do not live in the
BQ may be placed on conval escent |eave until all lesions are
crusted.

(3) Exposed Patients. Patients exposed to Varicella-
Zoster in the hospital should be notified and counseled con-
cerning the synptons and preventive neasures.
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d. Preventive Measures

(I') Al hospital staff will be surveyed for history of
varicella infection. Staff who do not have a definite recoll ec-
tion of infection will have a titer drawn to determ ne i mmune
st at us.

(2) Hospital staff who do not have active inmunity wl|
be vacci nated according to current CDC gui delines.

(3) Initiate appropriate isolation procedures imedi ate-
|y when the diagnosis is nmade.

(a) PATIENTS W TH CH CKENPOX MUST WEAR A MASK WHEN
QUTSI DE OF THEI R ROOVE.

(b) Patients suspected of having Varicell a-Zost er
will not wait in waiting roons with other patients.

(4) The guidelines provided in Appendi x B shall be
i npl enented to prevent nosocom al spread of chickenpox
(Vvaricel |l a- Zoster virus).

1009. Herpes Simplex |Infections

a. Herpes sinplex virus (HSV) is transmtted by direct
contact with primary or recurrent |esions, or by exposure to
i nfectious body fluids, such as saliva and vagi nal secretions and
infected amiotic fluid, even when no | esions are apparent.
Al t hough many sites can becone infected, exposed areas of skin
are nost likely to be involved, particularly when m nor cuts,
abrasions, or other skin | esions are present.

b. Transm ssion from Patients To Staff

(1) The nost common formof HSV transmtted from patients
to staff is Herpetic Witlow (paronychia), a painful HSV
infection of the fingers. This infection generally results from
di rect hand exposure to contam nated secretions, usually oral or
respiratory and, |less frequently, contam nated genital secretions
and | esions of the skin or nmucous nenbranes.

(2) Personnel can protect thenselves from such infect-
ions by avoiding direct contact with | esions, wearing protective
gl oves on both hands for all contact wth oral or vaginal secret-
tions, and by thorough hand washing after patient contact.

c. Transm ssion fromStaff to Patients
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(1) Personnel with genital HSV | esions do not need to be
restricted fromdirect patient contact. However, these individ-
ual s nmust practice good personal hygiene, particularly careful
hand washi ng after touching their |esions.

(2) Personnel with Herpetic Whitlow nust be renoved from
direct patient care until the lesions heal. It is not known
whet her wearing protective gloves prevents transm ssion to
patients.

(3) Personnel with orofacial |esions need not be renoved
fromdirect patient care, however:

(a) They should not attend to high risk patients such
as newborns, patients with severe malnutrition, severely
burned patients, patients who are otherw se i mmuno-conprom sed.

(b) They must avoid touching their |esions and nust
wash their hands if they do.

1010. Meni ngococcal Meningitis

a. Nosocom al transnission of_hbisseria Nhninqitis to_health
care personnel treating patients with nmeni ngococcem a, neningo-
coccal nmeningitis, or lower respiratory infections is unconmon.

(I') The nost likely node of transm ssion froma person
with these infections is by large droplet secretions.

(2) Hospital personnel who believe they have had sig-
ni fi cant exposure to the respiratory secretions of these patients
shoul d contact the Head, OH/ PM Departnent i mediately for eval ua-
tion.

b. Prophylaxis is indicated for those persons with very
cl ose direct contact with an infected patient, such as those who
performed nout h-to-nouth resuscitation without a nask.

c. Rifanpinis currently the drug of choice for chenoprophy-
| axi s, al though newer agents such as the quinoline antim crobi al
agents may al so be used. Chenoprophyl axis shoul d begin
i mredi atel y.

1011. Rubella I munity Surveill ance Program

a. Rubella (German Measles) is a mld, fever inducing,
i nfectious, disease with a characteristic scattered punctuate
and nmacul ar rash, sonetines resenbling that of neasles, scarl et
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fever, or both. The congenital rubella syndronme occurs anong 20%
-25% of infants born to wonen who have rubella during the first
trimester of pregnancy, w th decreasing frequency thereafter.

b. Due to possible ost man hours and the inplied risk of
rubella in females of child bearing age, a program of rubella
screeni ng nmust be i npl enent ed.

(I') The Infection Control Commttee will coordinate the
Rubella Titer Surveillance Program

(2) Al staff personnel are required to have a test for
rubella in the nmedical records.

(3) Personnel with a positive Virogen Rubella Slide Test
or Hemaggl utination Inhibition (HAI') (rubella) titer of 1:20 or
| ess are considered to have active immunity to rubella.

(4) Personnel with a negative Virogen Rubella Slide Test
or HAI (rubella) titer 1:10 or less are considered rubella
suscepti ble and nmust receive the rubella virus vaccine, unless a
docunent ed nedi cal contraindication is provided.

c. |Inmmunization Requirenents. Al staff personnel reporting
aboard will have a rubella titer drawn or receive the vaccine,
when i ndi cat ed.

(1) Males may receive vaccine at any tinme once the
noni nmune status has been established.

(2) Females. Once the noni mune status has been
established, the following criteria nust be net before rubella
vaccine will be given:

(a) Menber cannot be pregnant.

(b) Menmber nmust sign a waiver stating that, to the
best of her know edge, she is not pregnant and that she has been
i nfornmed that she should not becone pregnant within three nonths
foll ow ng i mmuni zati on.

(3) Vaccine should not be given to personnel with an
i mundeficiency or on inmmunosuppressive therapy.
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Chapter 2
GENERAL | NFECTI ON CONTROL GUI DELI NES
2001. Staf f Per sonnel

a. Newy reporting personnel shall be oriented to Standard
Precauti ons procedures and policies, including an Occupati onal
Safety and Health Act (OSHA) approved Standard Precautions
training program This information shall be provided at the
annual training update.

b. Al mlitary personnel, including nedical treatnent
facility workers who are not nenbers of the nedical departnent,
are required to receive annual PPD and be i mmuni zed accordi ng
to reference (b).

c. Al civilian personnel with a high risk of tuberculosis
exposure will require annual screening by the Preventive
Medi ci ne/ Cccupati onal Heal th departnent.

d. Al civilian personnel working in patient care nust
either receive the Hepatitis B vaccine or sign a waiver of
declination. All mlitary personnel nust receive the Hepatitis B
vacci ne.

e. Personnel will not work when ill unless cleared by a
heal th care provider. Medical clearance nust be obtained for
anyone with an upper respiratory or gastrointestinal infection.

f. Open lesions or cuts nmust be properly protected and
covered. It is highly recomended that these personnel work in
non patient care areas until the wound or lesion is heal ed.

g. All students, tenmporary civilian staff, and vol unteers
will receive training in the facility exposure control plan
infection control practices, and standard precautions policies
and procedures.

2002. General Standards

a. Hands will be washed with soap and runni ng water or
germ cidal cleanser at |east one tinme per shift.

b. Linen and exam table paper will be changed between each
patient. |In addition, examtables will be cleaned with an
appropriate germ cidal cleanser between patients.
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c. Soiled linen will be placed in a covered |inen hanper.
The soiled linen roomshall be secured when not in use.

d. Ofices and exam nation roonms will be cleaned weekly with
an approved disinfectant, including examtables, examlights,
scal es, electronic thernoneters (I VAC s), x-ray view box, wall
nount ed ot o- opht hal noscopes, and general office equi pnent.

e. Al sterile itens wll be checked weekly for expiration.

f. Instrunments wll be soaked after each use with an
approved disinfectant, rinsed, bagged and returned to the Central
Processing Departnent (CPD) for final disinfection and
sterilization.

g. Only sterile supplies (i.e., gloves, instrunents, drapes,
and dressings) will be used when caring for wounds and
| acer ati ons.

h. D sposable itens wll not be reused.

i. Pre-sterilized, prepackaged itens will be routinely
checked prior to use for damages to the package. Itens will be
di scarded i f damaged.

j . Rubber bands will not be placed around paper packaged
sterile supplies, since banding tends to cut into the paper,
damagi ng t he packagi ng.

k. Check nedications for expiration prior to use.

| . Trash cans will be lined with plastic bags.

(I') Trash cans in patient care areas wll|l be covered.

(2) Red plastic bags will be used for contam nated or
i nfectious waste material.

2003. Handwashi ng

a. Handwashing is to prevent transm ssion of infection to
the patient, staff nenbers, or fromone part of the patient's
body to anot her.

b. Handwashing is the single nost inportant procedure to
prevent infections. Routine handwashing wth soap and running
water will renove foreign matter, including tenporarily acquired
m cr oor gani sns.
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c. Hands should be washed before and after patient contact,
prior to and follow ng breaks and neals, and after use of rest
roons.

d. Proper Handwashi ng Procedure

(1) Wet hands and wrists.
(2) Apply soap to hands and wi sts.

(3) Scrub hands and wists, including between fingers,
for at | east 15 seconds.

(4) dean under fingernails.
(5) Rinse under running water.
(6) Dry hands with paper towels.
(7) Use paper towel to turn off water.
(8) Discard towels.
e. Inportant Handwashi ng Points to Renmenber
(1) Because sinks are common reservoirs for pseudononas
and ot her pathogenic bacteria, frequent cleaning of these areas

is essential.

(2) Disposabl e paper towels should be | ocated adjacent to
every handwashing facility.

(3) Jewelry should be renoved prior to handwashi ng.
(4) Bar soap shall not be used.

2004. M nor Surgery

a. Preventing contam nation when preparing the patient
(1) Prevent staff clothing fromtouching patient.

(2) Use protective gloves when septically contam nated
areas nust be touched or when renovi ng dressings or drains.

(3) Wash hands before and after contact with each
patient.
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b. During the procedure
(1) Prevent contam nation of hands and cl ot hi ng.
(2) Touch nothing in the operative field wth bare hands.

(3) Handl e contam nated drapes, with gloved hands, by
outer edges, staying away fromwet areas, fold covering the
contam nated portion, then put directly into the soiled |inen
hanper or infectious waste container, as appropriate.

(4) Should the outside of the specinen container becone
contam nated, wipe with disinfected germ cide before renoving
fromthe room Protective gloves should be worn during this
pr ocedure.

(5) When cultures are required, pass only the cotton swab
fromthe culturette to the operating roomtechnician. Keep the
container sterile. The operating roomtechnician will insert the
used swab into the container.

(6) Use the follow ng procedures to prevent organi sns
fromspreading fromthe field to the room the equipnent, or to
areas outside the room

(a) I'mrediately pick up suture ends, needl es,
sponges, instrunents, etc., that drop to the deck with forceps or
gl oved hands.

(b) I'mrediately wi pe areas of the deck, bul khead, or
furniture that becone contam nated using a spray bottle of
det ergent germ cide and cl eani ng cl oth.

(c) Cean instrunents and equi pnent that have been
dropped fromthe field during a procedure in detergent germ cide,
and then place in the breakdown tray.

(d) Control traffic in and out of the room Keep
t he nunber of people in the roomto a m nimum

(e) Avoid unnecessary tal king and novenent,
especially over the operative site.

(f) Do not allow the linen bag to becone over-
| oaded, replace with a cl ean bag when necessary.

(7) Prevent contam nation of personnel and areas outside
the field by:
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(a) Keeping all sterile articles used during the
procedure on the draped back table area or Mayo stand.

(b) Renoving the skin knife and any instrunents or
articles that beconme contam nated fromthe sterile field.

(c) Collecting suture ends and other waste in either
a suture pan or sterile paper bag on the field or in a kick
bucket off of the sterile field.

(d) Renoving gloves w thout touching the outside of
t hem

(e) Covering the wound with a sterile dressing, when
appropri ate.

c. After the procedure:

(1) Renove drapes, with gloved hands, and discard into
| i nen hanper or infectious waste container, as appropriate.

(2) Discard opened expendable itens.

(3) All contami nated instrunments shall be soaked in a
germ ci dal detergent, rinsed, bagged or contained, and returned
to the Central Processing Departnent (CPD) for disinfection and
sterilization.

(4) Clean the roomin the follow ng manner.

(a) Renove contam nated |inen and place in hanper.
(b) Properly dispose of all disposables.
(c) Wpe all surfaces with disinfectant.

2005. Bl ood Precautions

a. Purpose. To prevent cross infection of patients and
personnel frominfections transmtted by contact with bl ood or
itens contam nated with bl ood, all blood nust be consi dered
cont am nat ed.

b. General Precautions

(1) Di sposable supplies and equi pnment should be used
whenever possi bl e.
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(2) Protective gloves are to be worn whenever handling
bl ood, bl ood products, articles contam nated with bl ood, or
newborns prior to their first bath.

(3) Contam nated di sposabl e supplies and equi pnent shoul d
be placed in red bags. Contam nated instrunents shall be soaked
in a germcidal detergent, rinsed, bagged and returned to the
CSSR for disinfection and sterilization.

2006. Needl e and Syringe Qi delines

a. After a needle and syringe have been used, the person
using the equi pnent is responsible for its safe disposition.

b. To prevent needle stick injuries or aerosol contam nation
USED NEEDLES SHALL NEVER BE RECAPPED, BENT, OR BROKEN.

c. Used sharps are to be placed in biohazardous | abel ed
rigid containers, which will be closed when 3/4 full, and taken
to the bi ohazardous storage shed. These containers nust al so be
| abel ed with the producer's nane, address and phone nunber on the
outside of the container. Refer to Chapter 5 for additional
gui dance.

2007. Accidental Sharps or Micosal Exposure to Bl ood

a. Sharps injuries and nucosal exposures can result in HV or
HBV i nfecti on.

(1) Most sharps injuries and nucosal exposures occur in
the process of draw ng bl ood specinens, adm nistering injections,
or processing | aboratory speci nens.

(2) Al staff personnel must conply with the procedures
addressed in this manual for discarding sharps and wearing
personal protective gear to reduce the risks of nmucosal exposure
to bl ood.

b. Preventive Measures

(1) Handl e needl es, syringes, and sharps with extrene
caution to prevent accidental cuts, spills, or spraying.

(a) I'n those RARE circunstances when recapping is
unavoi dabl e, the one-hand scoop nethod nust be used. Discard al
sharps into rigid and i npervious containers designed for sharps
di sposal
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(b) Never force a needle or blade into a sharps
container. Sharps containers nust be |abeled clearly with the
uni versal synbol or the words "Bl OHAZARD".

(2) Under standard precautions, all patients' blood
speci nens are considered infectious.

(a) Staff personnel nust wear protective gloves for
all anticipated exposures to blood or body fl uids.

(b) Additional protective gear or equi pnent includ-
i ng gowmns, masks, and eye coverings nust be worn whenever there
is a likelihood that bl ood may be sprayed or splattered such as
performng certain invasive, obstetrical, or |aboratory
pr ocedur es.

(3) Always wash hands before and after contact with
patients, even if protective gloves are used. Hands nust be
washed i medi ately with soap and water follow ng contact with
bl ood or body fl uids.

(4) Never force blood froma needle containing a clot.
This action may cause the blood to spray resulting in nucosal
exposure.

(5) Transport all |aboratory specinens in a closed
| eakpr oof container, i.e., ziplock baggies, plastic specinen
cont ai ners.

(6) UWilize the needleless IV systemand protective |V
needl e systemas the first choice for patient care.

2008. Managenent of Accidental Sharps Injuries and Micosal
Exposure to Bl ood

a. Al patients are potentially infected wwth HV, viral
hepatitis or other bl ood-borne pathogens. Therefore, whenever
possi bl e, rapid establishnent of the infective status of the
source patient is a first priority after an accidental sharps
i njury or nucosal exposure.

b. Wen precautions are violated or an accident occurs, and
a health care worker has a parenteral (e.g., needle stick or cut)
or nucous nenbrane (e.g., splash to the eye or nouth) exposure to
bl ood or other body fluids, there is a possibility of contracting
viral hepatitis or H V.

c. The injured staff nmenber mlitary and civilian, shal
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notify their supervisor imed ately when an acci dental puncture,

| aceration, or nmucous nenbrane exposure occurs and report
pronmptly to the Cccupational Health Nurse during nornmal working
hours and the Energency Departnent after normal working hours for
eval uation, treatnent, and post exposure prophyl axis.

(1) The attendi ng nedi cal provider shall determ ne
whet her the sharp invol ved was contam nated or not.

d. Puncture wounds resulting from needl es that have not
been used on patients or for blood products do not normally
requi re special care beyond cleansing and a single booster injec-
tion of tetanus toxoid, if indicated.

e. Puncture wounds caused by used sharps from patients
whose HBV or HIV status is unknown shall be cl eaned and eval uat ed
to determne if there is a need for tetanus prophyl axis, post
exposure prophylaxis, or hepatitis B inmune globulin (HBIG.
Refer to Appendix C1for additional guidance.

f. Personnel with puncture wounds wi th sharps associ ated
Wi th patients known to have HBV or H V shall be eval uated and
treated as indicated in Appendi x C

g. The injured staff nenber or their imredi ate supervisor
shall conplete an Quality of Care Review (QCR), NH29PALMS Form
6010/ 08, (Appendix Aland submit it to the R sk Manager/ Pl Depart-
ment within one work day. NO COPIES ARE TO BE MADE. The injured
staff nmenber or their inmedi ate supervisor shall also conplete a
M shap Report, NH29PALMS For m 5100/ 06, (/Appendi X B)] and submt it
to the Safety Manager wi thin one work day.

2009. Admnistrative Intravenous (1V) Fluids

a. To maintain asepsis, wash hands thoroughly before start-
ing an IV. Protective gloves shall be worn when starting |V s.

b. Al 1V bottles and bags should be inspected carefully for
cracks, haze, turbidity, precipitate, expiration date, or other
si gns whi ch woul d i ndi cate possi ble contam nation.

c. The skin over the venipuncture site will be prepped with
bet adi ne solution and allowed to air dry. |If the patient has an
allergy or sensitivity to iodine solutions, the 70% i sopropyl
al cohol may be used. Venipuncture sites should not be shaved.

d. Tape the catheter hub securely using either the chevron
or "Hbar" nethod to prevent slippage. Cover the insertion site
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wth a sterile "opsite" dressing or a simlar transparent
covering that allows for visual inspection, no bandaids shall be
used. Use of antibacterial ointnent is not recommended.

e. Opened IV fluid setups should not be |left hanging nore
than 24 hours.

f. Evaluate the IV site at least daily for evidence of
conplications. Touch the insertion site through the intact
dressing for swelling. |If a patient has a fever, pain, or
t ender ness, change the IV site. Change the entire IV (cannul a,
adm nistration set, and fluid) imediately if purulent thronbo-
phlebitis, cellulitis, or 1V related bacterem a is evident or
strongly suspected. An Quality of Care Review (QCR), NH29PALMS
Form 6010/ 08, mnust be conpleted and submtted to the R sk
Manager /I nfection Control Nurse/Pl Department within one work
day. No copies shall be nade.

g. Maintenance

(1) Replace the cannula and change the dressing every 72
hours. This includes Heparin Locks. Ensure consistency.

(2) Peripheral cannulas may be used | onger than 72 hours,
i f another peripheral site cannot be found and there is no
evi dence of inflammation or phlebitis. Patients |ess than eight
years of age may retain peripheral intravenous (IV s) catheters
or needl es, and Heparin Locks |longer than 72 hours. If this
option is used, an order nust be witten, as well as a nursing
note docunenting the site's condition every shift.

(3) Replace cannulas inserted in the field or w thout
proper asepsis, such as those inserted in an energency, as soon
as possi bl e.

(4) 1V tubing shall be changed every 72 hours at a
m ni rum and nore frequently as |isted bel ow

(a) Replace tubing after adm nistration of blood and
bl ood products.

(b) Change tubing, infusion sets, and containers used
for lipid enmul sion adm ni stration every 24 hours.

(c) Replace the arterial pressure nonitoring delivery
systens every 48 hours.
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(d) Change the entire IV system (1V fluid, adm n-
istration set, and cannula), when an infusion related septicem a
IS suspected.

(5) Maintain the IV systemas a closed system as nuch as
possi bl e, between changes of conponents. Make all insertions
into the tubing through site disinfected wth an al cohol swab and
avoid flushing or irrigating the systemto inprove fl ow

h. Docunent ati on

(I') Record the date that the IV was inserted and the size
of the catheter used on the dressing tape. |If this site is not
conveni ent, place the date on the IV tubing.

(2) Record the date that the dressing or |V tubing was
changed and the initials of the person who performed the change.

(3) Docunent the date, tine, type and size of the IV
catheter in the patient's chart after insertion. Note the sane
information and the condition of the site after dressing or site
changes.

(4) Docunent the date and tine tubing was initiated, and
date and tinme tubing is to be repl aced.

(5) Docunent appearance of 1V site in the Nurse's Notes
at | east every 24 hours.

(6) Intravenous insertion sites will be checked every
one hour for signs of any conplications of intravenous therapy.
I ntravenous insertion sites will be visible.

2010. |V Associ at ed Sepsi s Procedures

a. Culture any purul ent drainage around the catheter site
prior to cleansing the skin.

b. If IV solution contam nation is suspected, cap the end of
the tubing with a capped, sterile needle and send the entire |V
setup and solution container to the |aboratory for culture. Do
not di sconnect any part of the setup. The laboratory will not
culture IV systens, without prior approval of the Infection
Control Commttee Chairman or Director, Medical Services. Record
observations and actions in the clinical record.
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2011. c@uidelines for Sterile Fluids

a. Al irrigation fluids wll be |labeled with date and tine
when opened.

b. Al fluids should be discarded 24 hours after opening.
Undat ed opened bottles w il be discarded i medi ately.

c. To prevent contam nation, partially full bottles wll
not be "topped off" with others.

d. Bottles will remain capped at all times when not in use.

2012. Urinary Catheterization

a. | nt roducti on

(I') The nost common site of nosocomal infection is the
urinary tract.

(a) Urinary tract infections (UTlI's) cause
approxi mately 40 percent of all hospital acquired UTI's.

(b) Nearly 75 percent of these patients have
under gone sone form of urol ogical procedure, often urinary
catheterization prior to their infection.

(c) Not all catheter associated UTI's can be
prevented, many can be avoi ded.

(2) The risk of bacteriuria associated with a urinary
cat het er depends upon insertion techniques, the quality of
catheter care, and the duration of catheterization.

Wt hout benefit of a closed collecting systemnost patients
devel oped bacteriuria within 48 hours.

_ (3) Catheter associated UTl's are caused by bacteria
acquired from several sources.

(a) Mcroorganisns that inhabit the distal urethra
may be introduced into the bladder during, or shortly after,
insertion of a urinary catheter.

(b) UTI's are nost commonly caused by
gastroi ntestinal associated bacteria such as E. coli, Klebsiella
sp., Proteus sp., Enterococci sp.(group D Streptococci),
Pseudononas aerugi nosa, Candi da speci es, Enterobacter sp., S.
epidermdis, and S. Aureus.
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(c) Many other infections may be obtained from
bacteria transmtted frompatient to patient on the hands of
hospi tal personnel.

(d) Common sites of entry include the urethral neatal
junction, the catheter drainage tube junction, and the
col l ecting vessel or bag.

(4) Use of a closed urinary drai nage systemis essenti al
to reduce the risks of UTl's. This requires the active
cooperation of everyone, including the patient. Wile the
principles of a closed drainage systemare sinple, they nust be
foll oned cl osely.

b. Cosed Uinary Drainage. Indwelling urinary catheters
shoul d be used only when absol utely necessary and shoul d be
di sconti nued as soon as possible. Wen they are used, a sterile
continuously cl osed drai nage system nust be nai ntai ned.

c. Handwashing. Hands nust be washed i nmedi ately before and
after handling the catheter site or apparatus.

d. Insertion. Only trained, conpetent personnel wll be
allowed to insert urinary catheters, using proper aseptic
technique. Catheters will be secured to prevent catheter
novenment or extraction.

e. Perineal Care. The neatal catheter junction should be
cleaned with soap and water and inspected daily to assess the
need for additional perineal care. |If the patient is a female,
t he perineal area should be cleansed fromthe front to the back
(anterior to posterior).

f. Cat het er Mbvenent

(1) Never disconnect the urinary catheter or the drain-
age tube, thus opening the closed system unless necessary for
irrigating and obstructed catheter. Gently mlking the drai nage
tube will often unplug the catheter and nmake irrigation
unnecessary. Should this fail, disinfect the catheter tubing
junction, open the collection systemand irrigate the catheter
usi ng aseptic technique. Use a |large volune sterile syringe and
sterile irrigating fluid for irrigation. |If frequent irrigation
IS necessary to ensure catheter patency, use a triple opening
catheter permtting continuous irrigation within a closed system
Both options require a witten physician's order.
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(2) Qotain small volunmes of fresh urine for culturing
fromthe sanple port on the catheter. Use a sterile syringe and
21 gauge needle. Disinfect the sanple port with iodine or
i sopropyl al cohol before obtaining the sanple.

(3) Maintain the air chanber that connects the drainage
tubing to the drainage bag in a vertical upright position.

(4) Maintain an unobstructed downhill flow. This
requires enptying the collection bag regularly, keeping the
tubi ng from becom ng ki nked, and repl acing poorly functioning or
obstructed catheters. Collection bags nust al ways renai n bel ow
the | evel of the bl adder.

(5) I'mrediately replace all closed systens which nmay
have becone contam nated by inproper handling, accidental dis-
connection, |eaks, or other malfunctions.

(6) Routine catheter changes are not necessary in
patients with urinary catheters inserted for |less than two weeks
duration, unless obstructions, contam nation, or other
mal functi ons occur. Replace catheters in patients with chronic
i ndwel I'i ng cat heters, when sedi nent can be pal pated in the
cat heter or when nmal functions or obstructions occur.

g. Training. Inservice training nust occur periodically for
personnel who care for catheterized patients. Patients with
catheters nust be instructed about recomended cat heter care.

2013. Medi cal Refrigerators

a. Al refrigerators containing nmedications nust contain a
thernonmeter and a tenperature log. The tenperature will be read
and recorded each shift.

b. The acceptable tenperature zone is between 35 to 46
degrees Fahrenheit. |If the tenperature is not in the acceptable
zone, then the tenperature will be adjusted accordingly. Follow
up readings will be done four and eight hours after adjustnent.

c. |If the adjustnent fails, all itens nust be renpved to
anot her unit.

d. Only nedications will be kept in the nedication
refrigerators. Food or other simlar itens are strictly
pr ohi bi t ed.

2014. Specific Equi pnent and d eani ng CGui deli nes
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a. Sterile supplies will be stored in clean, dry, closed
shel ving, nonitored weekly for expiration, and used on a "first
in and first out" basis.

b. Resuscitation and oxygen equi pnent filters will be
changed quarterly. Oxygen tubing will be kept in sealed plastic
bags and not reused.

c. Gurneys and wheelchairs will be w ped dowmn with a
di si nfectant sol ution weekly and when contam nat ed.

d. Food and Drug Refrigerators
(1) GAean all areas with a disinfectant sol ution.
(2) dean weekly.

e. Electronic Thernoneters

(I') Electronic oral thernmoneters should have two probes,
rectal (red) and oral (blue). Use a new disposable plastic
sheath for each tenperature taken and wi pe the cord with an
al cohol swab.

(2) Ear thernoneters have one probe. Use a new di spos-
abl e plastic sheath for each tenperature taken. Ear thernoneter
surfaces, excluding black window in probe tip, should be cleaned
only with a soft, clean cloth danpened wth isopropyl al cohol
(70% or greater concentration). Stronger agents or solvents nmay
damage pl astic conponents and shoul d NOT be used. Check bl ack
w ndow in probe tip for presence of ear wax or other debris. If
dirty, gently clean using a lens wi pe or tissue. NEVER clean
bl ack wi ndow with i sopropyl alcohol or other solvents.

(3) Thernoneters used in isolation roons should remain in
the patient's room until their discharge fromthe hospital

f. Blood Pressure Cuffs. Soiled cuffs wll be cleaned using
germ cidal solution inmmediately after use.

g. Laryngoscopes. Handles will be wped with 70% i sopr opyl
al cohol, after each use.

2015. | ce nachi ne/ Good Service/ Sanitation

_ a. Contamnated ice is a source for enteric di sease. Al
i ce nust be manufactured, stored, and served in a germfree
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manner. Quidelines for operating of ice making nachines are
addressed in reference (c). Specific guidelines are as foll ows:

(1) Manufacture ice from potable water only, and handl e
all icein a germfree manner.

(2) Use ice scoops to renove ice fromice storage
conpartnents. Store the scoops in brackets installed in the ice
conpartnents above the | evel of the ice or outside the machine in
a free draining storage conpartnent. |ce scoops shall be washed,
rinsed, and sanitized daily.

(3) Cean ice machines as needed in accordance with the
manuf acturers' instructions.

(4) The Cccupational Health/Preventive Medicine
Departnent will sanple ice fromall ice machines nonthly for
coliform bacteria per reference (c).

b. Al though food is usually considered inits relation to
the preservation of good health, it may at times be injurious to
heal t h, goods of animal origin (neats, eggs, mlk, etc.,) nost
frequently provide the vehicles for transm ssion of foodborne
illness.

(I') The hospital galley will be inspected tw ce each
nont h pursuant to reference (c).

(2) The ship's store and hospital vending machi nes w ||
be i nspected nonthly pursuant to reference (c).

(3) The Cccupational Health/Preventive Medicine
Department will conduct all sanitation inspections.
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Chapter 3
LABORATORY PROCEDURE

3001. Purpose. To provide |aboratory staff with clear, lab
speci fic guidelines, nmethods and procedures regarding infection
control and handling of biohazardous/infectious waste.

3002. Background. Safe handling, storage, and di sposal of
potentially infectious agents is essential to safe |aboratory
operation. Joint Conm ssion for the Accreditation of Health
Organi zations (JCAHO, College of Anmerican Pathol ogi sts (CAP),
the Food and Drug Admi nistration (FDA), and Cccupational Safety
and Health Adm nistration (OSHA) all require hospitals and

| aboratories to devel op and inpl enent appropriate infection
control procedures and infectious waste handling guidelines and
nmet hods. These accrediting and i nspection agenci es gui delines
must be nmet if the |laboratory and the hospital is to provide an
acceptabl e community standard of care and insure staff and
patients have a safe environnment and to reduce absol ute m ni num
the potential for spread of disease.

3003. Laboratory Access and Traffic

a. Laboratory Staff, Supply Personnel, Service & Mi ntenance
Personnel. Access is not restricted nor is escort required, but
they should be nonitored for policy violations.

b. Admnistrative and Cerical Staff. Restricted to
adm ni strative areas and | ounge, nust check in upon arrival and
shoul d be escorted when in the performance of their duty.

c. Patients. Cenerally restricted to Veni puncture Room
Must be escorted whenever in general |aboratory area. Restricted
to visiting admnistrative offices or being provided educati onal
tours of selected areas.
3004. Action

a. Command Infection Control Commttee shall review and
approve Laboratory Infection Control procedures.

b. Command Infection Control Nurse shall conduct regul ar
i nspections of the | aboratory areas for conpliance to the
policies and procedures.

c. Head, Laboratory Departnent shall:
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(1) I'nplenment, review, nonitor and enforce conpliance of
the policies and procedures.

(2) Ensure all laboratory staff receive adequate train-
ing is conducted and docunented on i nfection/biohazardous
subj ect s.

(a) Al personnel when initially assigned to the
departnment will be required to review these procedures as part of
initial orientation to the laboratory. This will be docunented
in the person's | aboratory check in sheet and kept on file.

(b) Continuing inservice training on an infection
control or biological waste handling topic will be given for al
personnel on a regular basis, mninmmof one (I) session nonthly.
Copy of the training docunentation with roster of personnel
attending will be forwarded to the Infection Control Nurse.

d. Laboratory Departnent Personnel shall:
(1) Follow infection control guidelines and procedures.

(2) Report situations or incidents which may conprom se
the intent of procedures or policies.

(3) Wear | aboratory coats or jackets when working with
| aborat ory spaces.

(a) Soiled coats and jackets nust not be worn outside
| abor at ory spaces.

(b) Al laboratory coats and jackets shall be
mai ntai ned in a neat, clean nanner.

(c) Laboratory coats, jackets and other reusable
personnel protective clothing shall not be renoved fromthe
hospital by the staff nenber. Laundering services shall be
provi ded by QOperating Managenent Departnent.

(4) Conply with handwashi ng policies.

(a) Staff who have handl ed any specinens are required
to wash their hands when | eaving the | aboratory.

(b) Handwashi ng shall be done before consum ng any
food or drink in the | ounge.

(c) Wile handwashing is not required between
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patients when obtaining veni puncture speci mens, phlebotom sts
shal | both change gl oves and wash hands whenever the gl oves
becone soiled after perform ng sanple collection on a patient who
appears to have a skin infection or rash on the hands or arns.

(5) Shall wear gl oves when perform ng veni punctures or
processi ng body fluid specimens or m crobiol ogi cal sanpl es.

(a) Aoves are not required to be sterile but nust be
of latex construction and fit properly.

(b) doves do not need to be change between patients
unl ess they becone soiled or follow ng contact with a
patient with skin infection or rash.

(c) Exception. |If phlebotomsts firmy do not
bel i eve they can obtain the specimen while using gloves they may
ei ther request assistance from another technician or refer the
patient back to the ordering health care provider. No attenpt
shall be nmade to obtain the sanple w thout the use of gl oves.

(6) Do NOT draw a speci nmen wi thout gl oves under any
ci rcunst ances where:

(a) The patient is uncooperative.
(b) A capillary puncture technique is used.

(c) By technicians with I ess than six nonths
experi ence.

(d) The technician has any scratches, cuts or skin
rash on hands.

(7) Exam ne, clean with al cohol (or other approved skin
disinfectant) and dry with a sterile gauze sponge the patient's
arm when obt ai ni ng veni punct ure sanpl es.

(8) Do NOT eat, drink or apply cosnetics in any
| aborat ory area where specinens, chem cals, or reagents are used.

(a) The only places where food or drink nay be
consuned in the | aboratory are the adm nistrative offices and
t he | ounge.

(b) Food may be stored only in refrigerators marked
"FOR FOOD ONLY".
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(9) Be discouraged in wearing contact |lenses within the
| aboratory as they pose a slightly increased risk of eye
infection. Under no condition shall contacts be placed in the
eye while in any | aboratory work area.

(10) Handl e specinens as |listed bel ow

(a) Vacuum tube stoppers shall be renoved with a
gentle twi sting notion, opening the tube away fromthe body to
m nimze aerosol hazards. NEVER "pop" or quickly renpve the top
froma vacuum type tube or other container.

(b) Ejecting sanples froma syringe into a tube or
secondary contai ner shall be acconplished by first renoving
needl e, then gently expressing the contents down the side of the
container. This shall include vacuum tubes, which first nust
have the top renoved to rel ease the vacuum

(c) Mouth pipetting or establishing a suction by
mouth is strictly prohibited.

(d) Protective eyeware and mask shall be worn
whenever there is a high risk that the technician's mucous
menbranes nmay cone in contact wwth a body fluid or m crobiol og-
i cal sanple such as tissue grinding.

3005. Spills and Decont am nati on

a. Decontam nating equi pnent or instrunents.
Decontam nati on shall be acconplished with a 1:10 bl each sol ution
(1 to 10 dilution of comrercial 5% Sodi um Hypochl orite sol ution,
i.e., 0.5% NadC 0 soln.).

(1) Al equipnment or instrunents |eaving the | aboratory
whet her for repair, maintenance, disposal or other reason shal
be decontam nated before it is permtted outside of the
| aborat ory spaces.

(2) Consumable itens such as bl ood tubes, collection cups
and swabs, and slides are exenpt fromthis criteria as |ong as
t hey have not been visibly contam nated.

b. Blood or body fluid spill on floors, walls, counter tops,
and phl ebotony chairs shall be cl eaned and di sinfected i nedi at e-
|y after they occur or as soon as noticed.

(1) Spills of blood or other body fluids of |ess than 20
nm.., may be cleaned by using the 1:10 bl each sol ution and paper
towel s or gauze.
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(2) Spills of greater than 20 nL., and contam nated
m cr obi ol ogical spills will be cleaned and disinfected using
bi ohazard spill kits in accordance with | aboratory procedure
on the use of these kits.

c. Laboratory Counter Tops will be cleaned daily and
disinfected with a 1:10 bl each sol ution, regardl ess of whether
a spill has taken place.

3006. Laboratory Biological Waste D sposal

a. Uine Sanples and Patient Vomtus may be disposed of in
the sanitary sewer.

b. Patient Blood or other Body Fluids Specinmens and
M cr obi ol ogi cal Waste shall be disposed of in a properly iden-
tified container, double lined with red or orange bi ohazard bags.

(1) Containers shall be kept closed except when
actual |y depositing specinens.

(2) No sharp objects shall be placed in these bags. The
bags shall be changed daily.

(3) Infectious waste is to be renoved Monday t hrough
Friday by transporting all bags and containers to the infectious
wast e hol di ng shed.

(4) Al bags and containers wll be intact and non-
| eaki ng.

(5) Each bag or container nust be | abeled with | aboratory
as site of origin.

(6) Movenent of the waste shall be made in a cl osed
cont ai ner.
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Chapter 4
| SOLATI ON

4001. Purpose. To publish policies and procedures for patient
isolation and to prevent the spread of comruni cabl e di seases in
the inpatient setting.

4002. Background. Isolation precautions prevent the spread of
communi cabl e di seases of m croorgani sns anong patients, staff,
and visitors. The decision of which disease to isolate and which
category of isolation to use is based on the source of infection,
node of transm ssion, and the presence of susceptible hosts.

a. Source. The source of the infecting agent may be
patients, staff, or visitors. This may include persons with
acute di sease, persons in the incubation period of the di sease or
persons who are colonized by the infectious agent but who have no
apparent disease (carriers). Oher sources include the person's
own bacteria and contam nated objects in the environnent, includ-
i ng equi pnent and nedi cati ons.

b. Mde of Transm ssion. Mcroorganisns are transmtted by
various routes. In sone cases, a mcroorganismmy be transmt-
ted by nore than one route. For exanple Varicell a-Zoster virus
can be spread by airborne route (droplet nuclei) or by direct
contact. The difference in potency and transm ssion nodes of the
various agents are the basis for the differences in isolation
precautions. There are four main routes of transm ssion includ-
ing contact, vehicle, airborne, and vector-borne.

(1) Contact transm ssion is the nost common neans of
transmtting nosocom al infections. It includes direct contact
with the source, indirect contact with an internedi ate obj ect
such as fomtes, and droplet contact produced by sneezing or
coughing, usually occurring within three feet of the source.

(2) The vehicle route applies to diseases transmtted
t hrough contam nated itens such as food, water, drugs, and bl ood.

(3) Airborne transm ssion occurs by spreading of either
dropl et nuclei (residue of evaporated droplets that may remain in
the air for long periods of tinme) or dust particles in the air
containing the infectious agent. Oganisns carried in this
manner can be inhal ed by, or deposited on, the susceptible host.
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(4) Vector-borne refers to transm ssion by other organ-
isms, primarily insects. Msquito transmtted malaria is an
exanple. Vector-borne transmssion is of little significance in
U S. hospitals; however, they can be a problemin mlitary field
hospital s and outside the continental United States.

C. Host

(I') Resistance to pathogenic m croorgani sns varies
greatly. Sonme may be inmmune to or able to resist colonization by
an infectious agent, others exposed to the sane agent may est ab-
lish a synbiotic relationship with the infecting organi sm and
beconme asynptomatic carriers, and still others may devel op the
clinical disease. Persons with diabetes nellitus, |ynphoma,
| eukem a neopl asi a, granul ocytopenia, or urem a and those treated
with certain antimcrobial, corticosteroids, irradiation, or
I nmunosuppressi ve agents may be particularly prone to infection.
Age, chronic debilitating di sease, shock, coma, traumatic injury,
or surgical procedures also nake a person nore susceptible.

(2) Since agent and host factors are nore difficult to
control, actions to break the chain of infection are directed
primarily at the node of transm ssion.

4003. General Principles

a. Contagious or potentially contagious patients should be
pl aced in isolation roomns.

(I') Placing nore than one patient in a roomis unaccept-
abl e, unless both patients have the sane di sease.

(2) These principles also apply to patients requiring
protection from other people or the environnent.

b. Handwashing before and after contact with each patient is
the single nost inportant neans of preventing the spread of
i nfection.

c. |If indicated, gowns nust be worn in isolation areas and
pl aced into proper receptacles for |aundering or disposal before
| eaving the isolation area.

d. Masks are single use itens and nust be di scarded when
| eaving the isolation area. Masks should be replaced when noi st.
Masks shoul dn't be worn around the neck or under the chin.
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e. Protective gloves nmust be changed after each patient and
di scarded before |leaving the isolation room @ oves should be
changed i medi ately after direct contact with the patients'
i nfectious secretions or excretions. Anple supplies of gloves
shoul d be readily avail able.

f. Sphygnmonanoneters and stethoscopes should be kept in the
i solation roons during the patients' stay, if warranted.

g. Needles, syringes, and other sharps nmust be handled with
extreme caution to prevent exposure to bl oodborne di seases, such
as HV and hepatitis B. Never recap, clip, cut, bend or other-
w se mani pul ate needl es and syringes. Place unused sharps in
contai ners designated specifically for sharps disposal

h. Use of disposable thernonmeters in isolation roons is
preferred; however, electronic thernoneters may be used dependi ng
upon the disease or ill ness.

i. Discard all infectious waste including dressings, tissue
paper, and other disposable itens soiled with secretions, using
the procedures outlined in Chapter 5 of this instruction.

j. Double-bag all soiled linen, securely tying both bags.
Pl ace bags in linen cart in dirty linen room There is no need
for "two person" doubl e-baggi ng, unless the outside bag is con-
tamnated with the infectious material.

4004. Action

a. Commanding Oficer is responsible for ensuring that
patients are isolated appropriately.

b. Infection Control Committee Chairnman, Infection Control
O ficer or Director, Medical Services shall authorize appropriate
isolation, if the attendi ng physician has not done so.

c. Attendi ng Physicians shall:

(1) Be responsible for placing their patients on isola-
tion precautions and to informthe patient of the precautions.

(2) Communicate both in witing (on the physician's
orders) and verbally to the nursing staff, the diagnosis and type
of isolation required.
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d. Head, Inpatient Nursing Departnent, |CO or Senior Nurse
Oficer on duty may direct a higher |level of isolation, if deened
necessary, while awaiting a decision fromthe Infection Control
Comm ttee Chairman or the Director, Medical Services.

e. Ward nurse shall

(1) Review the physician's orders, including the type of
i sol ati on chosen.

(a) If the type of isolation ordered is not con-
sistent with the guidelines in this instruction, the nursing
staff nmust bring it to the attention of the physician.

(b) If the discrepancy is not resolved, the nurse
should call the Infection Control Commttee Chairman or the | CO
to help resolve the issue; if unavailable, the Ward Mdica
Oficer.

(2) Be responsible for initiating isolation procedures,
di splaying the isolation precaution card in the appropriate
| ocation, obtaining the necessary isolation equipnent, informng
hospi tal personnel when patients have been placed in isolation,
and for maintaining isolation procedures until the order is
witten to discontinue isolation procedures.

(3) Discontinue isolation procedures upon the witten
doctor's order to do so.

f. Infection Control Oficer shall be responsible for coord-
inating the Isolation Procedure Training for the hospital staff.

g. Al hands nust ensure that potentially contagious indi-
vidual s are properly isolated. Good conmunication between
physi ci ans, nurses, and corpsnmen is the key to successfully
i npl enenting appropriate isolation techniques.

4005. Standard Precautions

a. Purpose. Healthcare personnel nmay be exposed to a broad
range of bl oodborne di sease. Although the current concern is
Acqui red I mmunodeficiency Syndrone (AIDS), there are several
ot her bl oodborne di seases which may be transmtted to staff
personnel, including hepatitis B and "non-A non-B" hepatitis.
The principle purpose of standard precautions is to protect
hospital staff.
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b. Policy

(I') The American Hospital Association Advisory Commttee
has i ssued a statenent that encourages the universal use of
"Bl ood and Body Fluid Precautions"” for ALL patients. This
Command has adopted these precautions as policy.

(2) The Center for Disease Control (CDC) has issued
"Recommendations for Prevention of HV Transm ssion in Healthcare
Settings," which enphasizes the need for healthcare workers to
consider all patients as potentially infected wwth H V or other
bl oodbor ne pat hogens and to follow infection control precautions
to mnimze the risk of exposure to blood and body fluids of al
patients. Since nedical history and exam nation does not reliably
identify all patients infected with HV or other bl oodborne path-
ogens, Universal Blood and Body Fluid Precautions nust be used
with all patients, regardless of their diagnoses. The use of
bl ood and body fluid precautions for all patients elimnates the
need for the pink isolation sign "Blood and Body Fluid
Precauti ons" previously recommended by the CDC (when using
category specific isolation) for patients with known or suspected
to be infected with bl oodborne pat hogens.

c. Procedures

1. Wash your hands immediately if they becone
contam nated wth bl ood or body fluids. Wash your hands routinely
before and after contact with a patient and after you take off
your gl oves.

2. Apply Standard (Universal/Body Substance |solation)
Precautions to all patients regardless of their diagnosis, and to
all contam nated equi pnent and materials. Use judgenent in
determ ni ng when protective barriers are needed.

3. Wear gl oves when your hands are likely to be in
contact with blood or body fluids, nucous nenbranes, skin that
has open cuts or sores, or contam nated itens or surfaces.

4. \War a protective gown or apron when you are likely
to soil your clothes with blood or body fl uids.

5. Use caution when handling contam nated sharps.
Di spose of themimedi ately after use in a puncture-resistant
cont ai ner. Avoid recappi ng needl es. Use a one-handed recappi ng
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techni que or use a nechanical device |like a forceps to renove
needl es.

6. Wear gl oves whenever you are handling | aboratory
speci nens and tubes of bl ood. Check to see that the specinen is
seal ed.

7. Wiile perform ng proceduresuse techni ques that
m nimze the splashing or spraying of body fluids. Use protective
eyewear and mask as needed.

8. Do not eat, drink, apply Iip bal mor handl e contact
| enses in an area where exposure is likely.

9. Use a pocket mask or other ventilatory device when
gi ving CPR.

10. Cean up spills of blood or body fluids pronptly
using gl oves, a towel and disinfectant.

11. Place soiled linen in an inperneabl e bag and cl ose or
tie it shut.

12. dean, disinfect or sterilize contam nated equi pnment
bet ween uses and before sendi ng equi pnent for repairs.

13. If you job duties pose a reasonable potential for
exposure to blood or body fluids, get the Hepatitis B vaccine. Be
sure to be up to date on all your vaccinations.

14. Report any blood or body fluid exposures pronptly to
your manager and Qccupational Health Services Staff.

15. In additon to the Standard Precautions hospitals use
for all patients and situations, patients wth certain infections
may need additional infection control neasures to protect other
patients and heal th-care workers. The appropriate isolation
precautions need to be individualized for each case. Refer to
your facility’s policies and procedures about isolation
precautions for nore information (e. g., tuberculosis, resistant
organi sns, etc.).

4006. Methicillin Resistant Staphylococcus Aureus (MRSA). MRSA
is a strain of Staph Aureus that is resistant to nultiple anti-
biotics. These organisns are not, nore virulent or contagi ous
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than the nonresistant strain. Their resistance to nmultiple drugs
necessitates special care to prevent nosocom al spread.

a. Cuidelines
(I') The laboratory will notify the Infection Control
O ficer and the primary physician of the presence of MRSA on
cul ture.

(2) Patients infected or colonized with MRSA w |l be
pl aced in isolation as specified in this chapter.

b. Control Measures
(I') Colonization: Cultures fromthe anterior nares and
axilla will be done. Patients will remain on precautions until
cultures are negative.

(2) Infections: Cultures fromsite or sites nust be
negative before the patient can be rel eased from precauti ons.

c. Preventive Measures
(1) HANDWASHI NG | S PARAMOUNT
(2) Conpliance with procedures.

(3) Identify the infected or col oni zed patient by
docunenting MRSA on their inpatient and outpatient problemlist.

(4) Place anyone identified as being col onized or
infected wwth MRSA in precautions on subsequent adm ssions.

d. In the advent of nultiple patients with MRSA and
nosocom al spread i s suspected.

(1) Al personnel in contact with the col onized or
infected patient will be cultured fromthe anterior nares and
axi | | a.

(2) Any nmenber found to be colonized will be treated
until cultures are negative and shoul d have NO patient contact
until successful treatnment is docunented with negative cul tures.

e. Suggested Treat nent
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(I') Treatnment for Infection: The drug of choice is
Vanconycin. |If therapy with Vanconycin fails to eradicate the
infection, it may be necessary to add Rifanpin, Trinmethoprim
Sul f amet hoxazol e, or an am nogl ycoside. Mipirocin or Bactroban
ointnment tid has been used successfully on decubitus ulcers.
Recul ture 48 hours post therapy by obtaining one to three
negative cultures taken at |east 24 hours apart.

(2) Treatnment for Nasal Colonization: Nasal bacitracin,
Mupi rocin, or Bactroban ointnment tid, plus 600ng R fanpin tid for
five (5) days. Reculture 48 hours post therapy by obtaining 1-3
negative cultures taken at |east 14 hours apart.

(3) Treatnment for Extranasal Col onization: Treat for
nasal col oni zati on plus Hexachl or ophene or Chl or hexi di ne wash tid
for all skin surfaces.
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Chapter 5
MANAGEMENT OF MEDI CAL WASTE

5001. Policy. This conmand will conply with appropriate | aws
and regul ations to ensure safe and efficient handling and

di sposal of infectious waste. Reference (d) provides guidelines
for the nmanagenent of nedical waste at Naval Medical and Dent al
treatnent facilities. Reference (f) provides |ocal regul ations
for handling, storing and di sposing of infectious waste in San
Ber nadi no County. Maxinmumeffort will be taken to ensure the
safe control and disposal of infectious waste material s.

5002. Backaground

a. There is sonme concern regarding the public's perception
of potential adverse environnental and health effects resulting
fromthe disposal of nedical waste. Medical waste results from
di agnostic and treatnent procedures. This concern exists, even
t hough there is no evidence to suggest that hospital waste dis-
posal is infective, or that hospital disposal practices have
caused di sease in the comunity.

b. Medical waste is divided into the follow ng categories:

(1) I'nfectious Waste (liquid or solid/biohazardous).
Cont ai ns pathogens in sufficient nunbers, and with sufficient
virul ence, to cause infectious disease in susceptible hosts
exposed to the waste. Exanples are:

(a) Sharps, including hypoderm c needl es, syringes,
scal pel bl ades, suture needl es, Pasteur pipettes, specinen
slides, cover slips, glass petri plates, and broken gl ass
contam nated with potentially infectious material.

(b) M crobiology wastes from cul tures and st ocks
containing mcrobes that, due to their species, type, virulence,
or concentration, are known to cause disease in humans. This
i ncl udes speci nens from nedi cal and pat hol ogy | aboratories, dis-
carded live vaccines, wastes from production of biol ogicals,
cultures and stocks of infectious agents fromclinical research
and industrial |aboratories, and deposable culture dishes and
devices used to transfer, inoculate, or mx cultures.

(c) Liquid or sem-liquid blood or other potenti -
ally infectious body fluids including senen, vaginal secretions,
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cerebrospinal fluid, pleural fluid, synovial fluid, pericardial
fluid, ammiotic fluid, salvia in dental procedures, and any body
fluid visibly contam nated with blood. Also materials that could
rel ease blood or other potentially infectious body fluids in a
liquid or sem-liquid state, “dripping”, if conpressed, itens
caked with dried blood, or other potentially infectious body
fluids, capable of releasing these nmaterials during handling, are
classified as infectious waste.

(d) Pat hol ogi cal wastes, including human tissues and
organs, anputated |linbs, or other body parts, fetuses, pla-
centas, and simlar tissues fromsurgery, delivery, or autopsy
procedures. Aninmal carcasses, body parts, and beddi ng exposed to
human pat hogens are also included in this category.

(e) Medical itenms fromisolation roons contam nated
or likely to be contam nated with blood or other potentially
i nfectious materials.

(2) Noninfectious waste (solid). Itens determ ned to be
noni nfecti ous waste can be treated as general waste, using ac-
cepted nmet hods of collection, storage, transport, and di sposal.
Exanpl es are:

(a) Bandages, dressings with dried blood (that won't
flake-off in | arge anbunts), surgical gloves, enpty specinen
contai ners, used personal hygi ene products such as diapers,
facial tissues, and sanitary napkins, unless the waste is from
isolation roons or, in the case of sanitary napkins, originates
fromthe | abor deck or gynecol ogi cal surgery area.

(b) Absorbent materials (i.e., alcohol w pes, gauze,
cotton balls, chux, etc.,) not including waste fromisol ation
roons, containing very small anmounts of blood or other body
fluids and decont am nated bi ohazardous waste.

5003. Containers and Storage Requirenents for Infectious Waste

a. Segregation. Infectious waste nust be separated from
noni nfectious waste at its point of origin.

(') I'nfectious waste nust be placed in containers |abel ed
Wi th the universal biohazard synbol and the word "Bl OHAZARD', or
be red in color.
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(2) Containers shall be lined with plastic bags of
sufficient thickness, durability, puncture resistance and bur st
strength to prevent rupture or | eaks.

(3) Any enclosure or designated accumul ati on are used
for the storage of nedical waste containers shall be secured so
as to deny access to unauthorized persons and shall be marked
Wi th warning signs on or adjacent to the exterior of entry doors.
The storage area nay be secured by use of |ocks on the entry
doors. The wording of warning signs shall be in English ,
"Cauti on- Bi ohazardous Waste Storage and - Unaut hori zed Persons
Keep Qut," and in Spanish, "Cuidado, Zona de Resi dous-Bi ol ogi cas
Pel i gr osos- Prohi bida Ia Entrada A Personas No Autorizadas". This
al so includes Linen/Storage roons where nedi cal waste contai ner
are stored and/or the | ocking of containers.

b. Red Bags. Infectious waste (except sharps) nust be
doubl e-bagged in red plastic bags.

(I') Several small bags can be bagged into a | arge bag.

(2) Each bag shoul d be waterproof and be strong enough to
prevent ripping, tearing, or bursting under normal use and
handl i ng.

(3) Bags must be securely tied to prevent |eakage or
spilling of solid or liquid waste during storage or handling.
Bags shall be tied in a single knot in the neck of the bag and
not by the corners.

(4) Bags shall be conspicuously |abeled with the
i nternational biohazard synbol and the word "Bi ohazard" or
"Infectious Waste". CQuter red bags shall be | abeled with the
producer's nane, address, and phone nunber easily visible.

c. Sharps Containers. Containers for sharps nust be
| eakproof, rigid, puncture-resistant contai ners which, when
seal ed, cannot be reopened w thout great difficulty.

(1) Sharps are defined to be any pointed or jagged edge
obj ect that presents a potential hazard to personnel during
col l ection and disposal of infectious waste.

(2) Never clip, cut, bend, or recap needles prior to
di sposal in containers.
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(3) The containers for sharps nmust be | abeled with either
"Bi ohazard" or "Infectious Waste" on the outside of the
container. These containers nust also be | abeled so that the
producer's name, address and phone nunber are |legible and easily
visible on the outside of the container. ose and seal the
containers securely when they are 3/4 full. Do not overfill!

5004. | dentification and D sposal of Infectious Waste

a. Laboratory and Operating Room Wast e

(I') Mcrobiological, and surgical specinmens wll be
doubl e- bagged as infectious waste at point of origin.

(2) Liquid waste as using, feces, vomtus, blood and
ot her body fluids shall be disposed of in the sewer system

(3) Toxicology and drug screen specinens and their
containers will be disposed of as nedical waste.

(4) Pathol ogical waste will be doubl e-bagged, segregated
fromother biological waste and ultimately turned in separately
fromother waste due to different incineration requirenents.

b. Energency Roomand Cinical Areas. Al types of
syringes, bloody dressings, and gauze soaked with blood will be
di sposed of as infectious waste.

c. Waste D sposal

(I') The outer red bag shall be | abeled as outlined in
paragraph 5003 above. Departnents are requested to separate bio-
harzard waste into either pathological waste (patient produced)
or biological waste (seruns, vaccines, antigens, etc)prior to
delivery to | oadi ng dock

(a) Infectious waste will then be transported to the
bi ohazard storage shed | ocated at the | oading dock area on the
north side of the hospital during the assigned hours of 0800-
0900, Monday t hrough Thursday and 1400- 1500, Mbnday t hrough
Fri day.

(b) The bi ohazardous storage shed key and | og book
are mai ntai ned by the Material Managenent Departnent.
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(c) Turn-in of bio-harzardous waste on weekends,
hol i days, and after hours will continue to be at the discretion
of the OOD. The key & | og book will be | ocated at the
I nformati on desk. Medical waste nust be brought to Materi al
Managenent Departnent or the Information Desk

(d) It is to be transported in covered or draped
carts at designated tinmes (norning or afternoon) for disposal.
I nfectious waste shall not be held in any area | onger than one
day (24-hours) prior to disposal.

(2) Staff nmenber renoving the waste will be required to
| og date, type of waste and anount (volunme or weight) in nedica
waste | og book provided by the Materials Managenent Depart nent.

(3) After logging, the producer will acconpany a Materi al
Managenment staff menber to the nedical waste hol ding area, where
nmedi cal waste will be placed into appropriate nedical waste
containers provided by the |icensed bi ohazardous waste haul er.

5005. Security of WAste Holding Area. The infectious waste
hol di ng area shall be secured to deny access to unauthorized
persons, animals, wind, rain, insects, and rodents. Warning
signs nust be posted and visible fromat |east 25 feet from
encl osure area. Warning signs will be witten in English and
Spani sh as outlined bel ow

a. In English:
"Caution, Biohazardous Waste
Storage Area - Unaut horized
Persons Keep Qut"

b. In Spanish:
"Cui dado, Zona de Residous (I nfectadas)
Prohi bida la Entrada A Personas
No Autori zadas"
5006. Action
a. Head Material Managenent Departnent shall

(1) Manage the daily (work day) disposal of infectious
waste. Maintain and provide the key for the nedical waste
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storage shed and a | og book required for appropriate tracking per
all applicable Federal, State and |ocal statutes.

(2) Observe weekly contractor waste pick-ups.

(3) Maintain nedical waste storage areas in sanitary
condi tion.

(4) Maintain Command Medi cal WAste permts.
b. Environnental Health Oficer shall:

(I') Monitor all aspects of the handling and di sposal of
medi cal waste.

(2) Annually, or as requirenments change, review | oca
policies and procedures to ensure conpliance with all applicable
Federal, State and |ocal statutes.

(3) Based upon the guidelines given in reference (f) and
(g), devel op | esson guides and conduct nedi cal waste managenent
trai ning during Command | ndoctrinations and/or as required to
ensure all personnel are famliar with |local policies and
pr ocedures.

(4) Provide Material Managenent Departnent with techni-
cal assistance as needed.

(5) Inspect contractor site quarterly to ensure
conpliance wth all regulations.

c. Al Personnel shall

(1) Be know edgeabl e of, and put into practice, nedical
wast e managenent policies and procedures.

_ (2) I'mediately report the followng to their super-
Vi sor:

(a) Any confirmed or suspected violation of policy or
pr ocedure.

(b) Any confirmed or suspected occupational exposure
to potentially infectious agents.
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d. Cdeanup of infectious waste spills:

(I') I'nfectious waste spills shall be cleaned up
i mredi atel y.

(2) Personnel shall wear appropriate protective apparel
or equi pnent, such as gloves, coveralls, mask, and goggles, to
prevent exposure to infectious waste when cleaning up spills.

(3) Place | eaking or broken containers in a new, double-
| i ned container. The container shall be | abel ed or col or coded
as stated above. Renove blood and body fluid spills with an
absorbent naterial and disinfect the are with LPH or a sol ution
of househol d bl each diluted 1:10 with clear water.
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Chapter 6
HOUSEKEEPI NG

6001. Purpose. To ensure that all hospital spaces are main-
tained to ensure nmaxi mum cl eanli ness and orderliness. This
wll result in decreased m crobiol ogi cal growh, prevent the
potential spread of disease, and suppress maj or nosocom al
(hospital acquired) infection outbreaks.

6002. Background. M croorganisns are normal contam nants of
wal |l s, floors, and other surfaces; however, these surfaces are
rarely associated with transm ssion of comruni cabl e di seases
to patients or staff.

a. Wileit is inportant to renove soil, debris and dust
fromthese surfaces, unusual attenpts to disinfect these sur-
faces is rarely appropriate.

b. Although this responsibility falls primarily within
Nur sing Services and the Operating Managenment Departnent, al
hands nust work as a teamto ensure that spaces remain as free as
possi bl e of potential contam nants. Maxinmumeffort wll be used
to maintain the cleanliness of all hospital spaces by all staff
personnel .

6003. General Cuidelines

a. Only disinfectants and disinfectant detergents approved
by the Infection Control Conmttee may be used.

b. Cdeaning schedules will vary according to the area of the
hospital, types of surfaces, and ampbunt of soil. The actual
requirenents are identified in the Operating Managenent Depart -
ment's Standi ng Operating Procedure (SOP).

c. Housekeepi ng equi pnment shall not be allowed in the sane
el evator with food service carts. Food service carts have
precedence over housekeepi ng equi pnent being transported.

d. Mop heads shall be replaced when they begin to unravel or
wear out, but at least nonthly.

e. Only one elevator car is to be out of service for
cl eaning at any tine.
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f. The follow ng equi pnrent shall not be cleaned, noved, or
ot herwi se handl ed by housekeepi ng personnel.

(1) Surgical Instrunents

(2) Anesthesia Machi nes

(3) Inhalation Therapy Equi pnment

(4) Respirators

(5) Cardiac Mnitoring Equi pment

(6) Laboratory Equi pnent

(7) Pharmacy Equi pnent

(8) Intravenous Therapy Equi pnent

(9) Library Books
(10) Instrument Stands in Exam ning Roons

6004. Patient Roons

a. Daily. To maintain cleanliness in the patient area,
daily cleaning will be done by Operating Managenent Depart nent
personnel. Roons will be cleaned as described bel ow.

(1) Enpty wast ebaskets by the patient's bed and bat hroom

(a) Cose, twist, and tie plastic bag while still in
t he wast ebasket.

(b) Renove plastic bag from wast ebasket and deposit
in large bag on housekeeper's cart or in dirty utility room

(c) Check wastebasket for soil and clean with cloth
di pped in germ cidal detergent.

(d) Reline wastebasket with single plastic liner.
Extra liners will not be stored in the bottom of the wast ebasket.

(2) Danp wi pe all over-bed lights, chairs, window sills
and venetian blinds with germ cidal detergent.
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(a) Television sets will be cleaned with a dry cloth,
the screen will be cleaned with w ndow cl eaner. NOTE
Tel evi si ons shall be unpl ugged before cl eaning.

(b) Do not use the sanme cloth for nore than one (1)
room

(3) Use cleaning solution to renove fingerprints and
snmudges fromlight swtches, door franmes, and walls. Spray on
cloth or carefully on the surface to prevent streaking.

(4) Cean bathroom and shower. Refill paper products and
soap di spensers.

(5) Mop floor with germcidal solution, using the single
bucket nethod.

(a) Cccupied patient beds may only be noved to do
required cleaning and only with the assistance of nedical
personnel .

(b) Start at the corner farthest fromthe door. Use
the "figure 8" stroke.

(c) Do not slap the baseboards whil e noping.
(d) Flop the nop over only once.

(e) Cean the baseboards with the heel of the nop and
W pe out each corner of the room

(f) Mowve furniture, tel ephone wres and, electrical
cords and nop under them

(6) Change nops when they are soiled, but at |east every
five (5) patient occupied roons.

(7) Wash hands and arns thoroughly after each room
b. Roons vacated by patient. Patient roons will be cleaned

by Nursing Service personnel within three (3) hours of patient
checkout. The follow ng process shall be followed:
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(1) Renove soiled bed Iinen. Place contamnated linen in
pl astic bags and deliver to the dirty laundry storage area.

(2) Danp wi pe the entire bed, including the bed frane,
mattress cover and pillows, using an approved germ ci dal agent.

(3) Danp wipe all patient furniture, including the inside
of patient bedside tables, using an approved germ ci dal
agent .

(4) Follow daily room cl eani ng procedures as outlined
bel ow.

(5) Remake bed according to hospital procedures.

c. Daily Geaning and Term nal C eaning of |solation Roons.
| sol ation roons are roons specifically assigned to patients who
are hospitalized with infectious di seases. Housekeeping staff
nmust take precautions to insure that they do not contam nate
their self, the isolated patient, or others.

(I') I'solation signs. Preprinted isolation signs are to
be posted on doors of isolation roonms by the nursing staff. |If
it is apparent there is no sign on the door, the Housekeeper w |
request the Nursing Service staff to post one before entering the
room Al witten directions on the signs are to be foll owed.

(2) Isolation Carts. |If applicable, an isolation cart
(yellow) wll be placed outside the Isolation Room At tines the
sane cart wll be used for several roons. Each cart contains

di sposabl e gowns, gl oves, nasks, clear water sol uble bags, yellow
and red bags nmarked for contam nated infectious waste.

(3) Plastic Bags for Isolation.
(a) All contamnated linen is to be doubl e-bagged.

(b) Contam nated trash is to be doubl e- bagged usi ng
two red (infectious waste) bags. DO NOTI PLACE BOTTLES OR GLASS
I TEMS IN TH S BAG  PLACE GGLASS MATERI AL | N SHARPS CONTAI NERS FOR
PROPER DI SPOSAL. Red bags are to be delivered to the hazardous
wast e shed.

(4) Daily Ceaning. Nursing Service staff shall be
responsi ble for the daily cleaning of all nedical equipnent,
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beds, overbed tables, nightstands, cleaning of waste and |inen
hanpers. This includes proper baggi ng, renoval of contam nated
waste and linen and delivering bags to designated areas.
Housekeepi ng staff shall:

_ (a) Use appropriate gowns, gloves, mask, etc., as
i ndi cated by the notice posted. Wen finished cleaning room
di spose of gown, etc., in contam nated trash contai ner.

(b) Not take the cleaning supply cart into the room
Supplies taken into the roomshould be in snall quantities
and will remain in the roomduring the patient's stay. Toilet
brushes used in the isolation roomw Il not be renoved fromthe
room or used el sewhere.

(c) Cean the bathroom shower, and nop floor as
usual . Repl eni sh paper products and soap di spensers.

(d) Ensure all rags and nop heads used in cl eaning
i sol ati on roons are doubl e- bagged when cl eaning i s conpl et ed.
Mop wat er and nop heads are to be changed after noppi ng each
i sol ati on room

(e) Wash wi ndow sills and change cubicle curtains;
i f obviously soil ed.

(f) Cean all housekeeping equi pnment used in the
roomw th germ cidal solution before noving to another room

(5) Termnal Cleaning. The term"term nal cleaning” is
used when cleaning a roomafter a patient has been di scharged.
In addition to the daily cleaning procedures described above,
Housekeepi ng staff shall:

(a) Cean walls. Cubicle curtains will be treated as
cont am nat ed and doubl e- bagged.

(b) Dispose of the toilet brush and all supplies |eft
in the roomin the contanm nated trash

(6) Weekend Isolation Cleaning. Routine isolation
cleaning will not be acconplished on weekends or holidays by
Housekeepi ng personnel. Term nal isolation cleaning on weekends
and holidays will be perfornmed by Nursing Service personnel,
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usi ng the guidelines described above. Housekeepi ng weekend and
Holiday duties limted to energency calls only.

d. Roonms and Areas Wth Ectoparasite (Lice) Infestations.
Lice that infest man include body, head, and crab | ouse. Lice
enter hospitals on the bodies and clothing of persons. |If not
di scovered, head and body lice can nove frompatient to patient,
staff, and to beddi ng.

(I') Lice infestation.

(a) The egg which is called a "nit" of the head and
crab louse is attached to human hairs with cenent. The egg of
the body |l ouse is attached to fibers of undercl ot hing.

(b) The adults of the head lice are usually found in
scalp hair, on the back of the neck, and behind the ears.

(c) Crab lice are comonly found on the hairs in the
pubi ¢ region and may be found on the hairy portions of chest and
arnpits or occasionally in the eyebrows or eyel ashes. The crab
| ouse can infest toilet seats and beds, but is usually acquired
by cl ose personal contact.

(d) The adults of the body | ouse rest in clothing,
except while feeding.

(e) Al three human lice cause dernmatitis. The
body louse is the vector of epidem c typhus and ot her di seases.

~ (f) Lice can also be found in showers, exam ning
roons, waiting roons, furniture, etc.

(2) Nursing Service Responsibilities

(a) After a case of louse infestation has been
di agnosed, nursing will notify the |ICO

(b) After the patient has had the appropriate
treatnment, they will be given clean pajamas and noved to a new
room

(c) Personal clothing will be sealed in a plastic bag
and sent to the patient's hone for |aundering.
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(d) Patient linen will be treated as contam nated
| i nen.

(e) Nursing staff will clean, using a disinfectant,
the bed, mattress, nightstand, overbed table, and all nedical
equi pnent within the room paying particular attention to seans
and cracks, to ensure all lice and nits are renoved.

(f) Nursing Service personnel will notify the Head,
Oper ati ng Managenent Departnment to proceed with term nal cl eaning
of the room and bat hroons or area concerned. |f housekeeping
personnel are not available, nursing staff will proceed with
term nal cleaning of the roomor area.

(3) Housekeepi ng Responsibilities. Term nal cleaning of
the roomw || be acconplished with particular enphasis on
vacuum ng of floor border and corners before wet nopping. Mops
and cleaning cloths will be treated as contam nated |i nen.

6005. Singl e-Bucket System

a. Purpose. To provide germfree and clean floors. Al
patient care areas will be nopped using the single-bucket system

b. Procedure

(1) Mx warm water and disinfectant solution in the
bucket according to the manufacturer's directions. |f necessary,
stir contents to ensure proper mxture. Place nop head in bucket
containing disinfectant solution. Wing the nop fairly dry prior
to mopping. This wll decrease drying tine and reduce the slip
hazard. Mop so that a walking area is kept dry for personnel to
safely wal k. This is done by nopping one-half or one-quarter of
the length of the hallway at a tine.

(2) Place "Wt Floor" signs at both ends of area to be
cl eaned. These signs should be placed in the corridor to direct
traffic with floor scraper.

(3) Renmpbve any gum or other foreign matter adhering to
floor with the floor scraper.

(4) I'mrerse nop a second tinme in bucket containing
di sinfectant solution, wing excess solution fromthe nop in gear
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nop press and run the nop al ong the baseboard for approximtely
20 feet.

(5) Rinse nop out thoroughly in the bucket then wing dry
and continue nopping with this procedure.

(6) Mop fromone side of the nopping area to the other in
a figure eight notion. |In open areas, nop a strip about 8
fee w de.

(7) I'n the case of a large floor area, nove "Wt Floor"
signs to block off the next area to be nopped and begi n noppi ng
the next section. Mp strokes should overlap into the section
just conpl et ed.

(8) In roons containing floor drains, pour disinfectant
solution remaining in the bucket into the floor drain when
nmoppi ng has been conpleted. This fills the traps, kills bacteria
grow h and destroys odor.

(9) Change disinfectant solution as often as i s neces-
sary. This will prevent the floor from streaking. Change nop
heads as they becone soiled, but at |east every five (5) roons.

6006. C eaning Floors Wth Dust Mops. Floors will not be "dry"
dusted. A dust treatnent product is to be used on the dust nop
head.

a. Use the floor scraper to renove any gum tar, food, etc.,
prior to using the dust nop.

b. Start at the corner furthest fromthe door and nobve
towards the door.

c. Mve bed stands, over bed tables, and chairs as
necessary. Lift telephone wires and electrical cords to clean
under them Use particular caution around conputer term nals and
patient equi pnent.

d. Change the nop head on a daily basis or nore frequently
as necessary.

6007. Bat hr oom Cl eani ng

a. Purpose. To nmamintain clean, hygienic bathroons.
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b. Procedure

(1) Put on rubber gloves prior to beginning cleaning.
Start cleaning with the | east soiled area and finish with the
nost soiled. Start at the top and finish at the bottom

(2) Cean the mrror: Use glass cleaner and a paper
towel or cloth to clean the mrror.

(3) Adean sink. Using the germcidal solution in the
spray bottle, spray cloth and wipe all |edges and faucets. G ve
special attention to soap collecting spots and drain holes. Wpe
and clean the underside of the sink for soap drippings and the
pi pes for dust. Use an approved cl eaner for any stains. Rinse
the sink and wipe dry with a clean cloth.

(4) Ledges. Disinfect all |edges using the disinfectant
spray and a clean cloth. Disinfect the paper towel dispenser.

(5) Tub and Shower. W pe down the tub/shower with
disinfectant and a clean cloth. Wpe the ceramc tile each day
to prevent soap build-up. Use a dry cloth if necessary to w pe
chrome. Check shower curtain for replacenent.

(6) Disinfect toilet (interior). Put on gloves and
goggles. Using the toilet bow brush/swab and cl eaner, clean the
interior of the toilet bowl. Al ways w pe across the water inlets
near the toilet seat to prevent buildup. As necessary and with
speci al caution, use scouring for stains and buil d-up.

(7) Disinfect toilet (exterior). Using the disinfectant
and a clean cloth (used only for wiping a single toilet), spray
and wi pe the exposed plunbing, handle, toilet seat, and brackets,
then the base of the toilet. Dry the chronme and toilet seat with
a dry cloth if necessary. Do not forget the underside of the
toilet seat.

(8) Spot clean walls. Danp wi pe wall area around the
toilet using the disinfectant spray and a cloth.

(9) Refill dispensers. Refill soap, tissue, and paper
t owel dispensers.

(10) The final step is to use the floor nop and disinfec-
tant to clean the bathroom fl oor.
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6008. Bat htubs and Showers in Patient Areas

a. Bathtubs are cleaned by ward personnel, using an approved
germ ci dal detergent. C eaning between patients will also be
acconpl i shed by ward personnel.

b. Showers will be cleaned daily by housekeepi ng personnel.
Tiles will be scrubbed with cleaner at |east once a week.

c. Wward staff will replace shower curtains when they are
soiled or per unit policy.

(1) Shower curtains are sent to the laundry for washing
unl ess curtain is unserviceable.

(2) Replacenment curtains may be obtained fromthe
Mat eri al Managenent Depart nent.

d. Rubber gloves will be used when cl eani ng bat htubs or
shower s.

60009. Li nen

a. Purpose. To prevent the spread of infections, enpha-
Ssi zing precautions to be taken in the handling of soiled and
clean linen in the hospital.

b. Collecting infectious |inen

(I') All soiled linen will be considered | NFECTI QUS
and doubl e-bagged prior to delivery to the soiled |inen room
Laundry bags are available fromthe Linen C erk.

_ (2) Each are producing contamnated |linen will have a
desi gnat ed space that is separate and can be closed off from
patient care and clean areas for the containnment of infectious
| i nen.

(3) The soiled linen roomkey nmust be obtained fromthe
Cc. Supervisors are responsible for insuring the linen

hanpers are cleaned on a weekly basis and as needed. Al
surfaces of the hanper shall be w ped inside and out, including
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the lid, with a cloth and Activated Di al dehyde Sol uti on (LPH) or
an approved disinfectant. d. At notinme will infectious |linen
be counted or sorted.

e. Personnel conducting the Iinen change or conducting the
termnal cleaning of a patient roomshall be properly gowned,
gl oved, and nmasked prior to entering the patient's room

f. Wash your hands after touching contam nated |inen or
| i nen hanpers.

g. Linen carts shall be cleaned tw ce weekly, or as needed
by wi ping all surfaces of the cart wwth a cloth and LPH or an
approved disinfectant.
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Chapter 7
CONTROL OF EXPOSURE TO BLOOD- BORNE PATHOGENS ( BBFP' S)
7001. Purpose. To establish guidelines and assign responsibil -
ities for inplenention of the Exposure Control Plan for Bl ood-
Bor ne Pat hogens (BBP's) in conpliance with references (e), (Q)
and (h).

7002. Backgr ound

a. On 6 Decenber 1991, the Cccupational Safety and Health
Adm ni stration (OSHA) issued the final standard on Cccupati onal
Exposure to Bl oodborne Pathogens. |In issuing this standard, OSHA
has determ ned that health care workers face a significant health
risk as a result of occupational exposure to bl oodborne patho-
gens including Hepatitis B virus (HBV) and Human | mmunodefi ci ency
Virus (H V).

b. As defined in reference (e), BBP's refer not only to
Hepatitis B virus (HBV) and Human | nmunodeficiency Virus (H V)
but also to other organisns that cause di seases such as Ml ari a
and Syphilis if present in human bl ood. Further regul ati ons deal
with other potentially infectious materials besides bl ood and
bl ood products, such as tissue cultures, organs and ot her body
fluids.

c. Until now, only health care workers were consi dered
occupationally exposed to BBP's. However, reference (e) expands
the definition of occupationally exposed popul ations to incl ude:
dentists and dental technicians, fire fighters and fire officers,
nmedi cal facility housekeepi ng personnel and nedical repair
techni cians. Qccupational exposure neans reasonably anti ci pated
skin, eye, nasal and |lung, nouth, or blood contact with bl ood or
other potentially infectious materials that may occur while
personnel are carrying out their duties.

7003. Pol i cy

a. Al patients are potentially infected wwth HV, HBV, or
ot her bl ood-borne pat hogens. Therefore, whenever possible,
rapi d establishnment of an infective status in a source patient
is the first priority.
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b. Standard precautions nust be used by all health care
wor kers to reduce risk

c. \Wen precautions are violated or an accident occurs, and
a health care worker has a parenteral (e.g., needle stick or cut)
or nucous nenbrane (e.g., splash to the eye or nouth) exposure to
bl ood or other body fluids, there is a possibility of contracting
HBV or HI V.

d. The decision to test civilian enployees for viral hepa-
titis shall rest solely with the health care worker and the
Commandi ng O ficer.

e. Appendi x C (Post Exposure Prophylaxis Provider Encounter
Form) and section 7012 provide assistance to health care
providers in determining if admnistration of HV and viral
Hepatitis prophylaxis is/are required. However, before begi nning
prophyl axis, consultation with the Cccupational Health and
Preventive Medicine Departnment is nost strongly recommended.

f. The recomendati on described in reference (e) will be
followed with respect to the nanagenent of subject exposure to
HBV or HI V.

g. \When case managenent significantly deviates from
reconmended gui delines, an appropriate health record entry to a
Chronol ogi cal Record of Medical Care (SF-600) nust be prepared by
the health care provider.

7004. Definitions

a. Bl oodborne Pat hogens. Pathogenic m croorgani sns that are
present in human bl ood. These pathogens can cause di sease in
humans and i ncludes, but is not limted to, HBV and H V.

b. CGccupational Exposure. Reasonably anticipated skin, eye,
mucuous nenbrane, or parenteral contact with blood or other
potentially infectious materials that may result fromthe
performance of an enpl oyee's duti es.

c. Regulated Waste. Liquid, sem-liquid or other poten-
tially infectious materials; contamnated itens that would
rel ease blood or other potentially infectious materials in a
liquid or sem-liquid state if conpressed; itens that are caked
with dried blood or other potentially infectious materials and
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are capabl e of releasing these materials during handling; con-
tam nat ed sharps; and pat hol ogi cal and m crobi ol ogi cal wastes
cont ai ning bl ood or other potentially infectious materials.

7005. Potential Exposure Determ nation. |In determning the
occupational risk to enployees, all hospital working conditions
and environnent have been evaluated. Duties, tasks, procedures
and job classifications that place an enployee at risk of
occupati onal exposure were taken into consideration. The follow
ing guidelines for potential exposure are provided:

a. Exposure Determ nation by Job C assification
(1) Category | (Probable Routine Exposure)

(a) Physicians, nurse practitoners, nurse m dw ves,
nurse anesthetists

(b) Physicians Assistants

(c) Nurses

(d) Hospital Corpsnen

(e) Laboratory Technici ans
(2) Category Il (Non-routine/Possible Exposure)

(a) Anbul ance Drivers

(b) RADCON and DECON Personnel

(c) Bionedical Equi pnment Repair Technici ans

(d) Medical Treatnent Housekeepi ng Personnel
(3) Category 111 (Unlikely Exposure)

(a) Adm nistrative Personne

(b) Audi ol ogy Personnel

(c) Industrial Hygi ene Personnel

(d) Optonetry and Pharnmacy O ficers
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(e) Operating Managenent Personnel (other than
Housekeepi ng personnel)

(f) Aerks and Receptionists
(g) Social Wbrkers
b. Exposure Determ nation by Task Procedure

(1) Category |
(a) Suturing
(b) Injections
(c) Incision and Drainages (I & Ds)
(d) Intravenous (I1V) Catheter Pl acenent
(e) Blood Draw ng
(f) Wound Irrigation
(g) Henorrhage Contro
(h) Infectious Waste Di sposal

(2) Category II
(a) Any task when providing assistance to Category

u

personnel where possi bl e exposure to blood or other bodily fl
exi sts.

I
id

(b) Repair of contam nated equi pnment.

(c) Collection and di sposal of waste and trash from
areas where potentially contam nated itens are discarded.

(3) Category IIl. Personnel in this category may
encounter situations where exposure to possibly contam nated
speci nens or itens exists and should avoid all contact with
suspect speci nen and contact a corpsman, nurse or other provider
for disposition and renoval of specinmen fromarea as appropriate.
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7006. Methods of Conpliance

a. Standard precautions, as outlined in Chapter 4 of this
manual . Reference (h) shall be observed by aii personnel.

b. Work practice controls

(I') Al personnel shall wash their hands in accordance
with this manual Chapter 2 inmmediately or as soon as feasible
after renoval of gloves or other personal protective equi pnent.

(2) Al bionmedical waste, including sharps, shall be
managed i n accordance with Chapter 5 and contam nat ed shar ps,
i ncl udi ng needles, shall not be bent or recapped. Shearing or
br eaki ng of contam nated needl es is prohibited.

(3) Eating, drinking, handling contact |enses, applying
cosnetics, or lip balmis prohibited in areas where a reasonabl e
occupati onal exposure to blood or other potentially infectious
material s exists.

(4) Food or drink shall not be kept in refrigerators
or freezers, shelves, cabinets, or on countertops or benchtops
where bl ood or other potentially infectious materials are
present.

(5) Al procedures involving blood or other potentially
infectious materials shall be performed in such a manner as to
m nim ze splashing, spraying, spattering, and generation of
dropl ets of these substances.

(6) Mouth pipetting or suctioning of blood, or other
potentially infectious material, is prohibited.

(7) Containers for transport or shipping shall be |abel ed
with a Biological Hazard Label and shall be taped securely prior
to being transported or shi pped.

(8) Equi prent which nmay beconme contam nated with bl ood or
other potentially infectious materials shall be inspected
prior to servicing or shipping, and shall be decontam nated as
necessary.

c. Personal Protective Equi pnent. Personal protective
equi pnent shall be worn by all personnel in accordance with
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Chapter 4 when there is occupational exposure to blood or other
potentially infectious materi al s.

(I') doves

(a) Protective gloves shall be worn when it can be
reasonably anticipated that there will be hand contact with
bl ood, other potentially infectious materials, nucous nenbranes,
or non-intact skin. doves wll also be worn when performng
vascul ar access procedures, such as veni punctures.

(b) Protective gloves shall be provided to and
routinely used by phl ebotom sts.

(c) Disposable (single use) gloves shall not be
washed or decontam nated for re-use.

(d) Uility gloves nay be decontam nated for re-use
if the integrity of the glove is not conprom sed.

(2) Masks. Masks and eye protection such as goggl es or
face shields shall be worn whenever sprays, splashes, spatters or
droplets of blood or other potentially infectious materials my
be generated. This includes situations when eye, nose or nouth
contam nation can be reasonably anticipated, such as when cl ean-
ing surgical instrunents and during surgical procedures.

(3) Protective Body d othing

(a) Appropriate protective clothing such as, but
not limted to, gowns, aprons, |lab coats, clinic jackets, or
simlar garnents shall be worn in occupational exposure areas.

(b) If a garnment is penetrated by bl ood or other
potentially infectious material it shall be renoved as soon as
possi bl e.

(4) Face shields or goggles nust be worn by the surgical
t eam duri ng procedures.

(5) Al personal protective equi pnent shall be renoved
prior to | eaving the work area.

(6) Wen personal protective equipnent is renoved, it
shall be placed in the appropriate area or container for storage,
washi ng, decontam nation or disposal.
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d. Housekeepi ng

(I') Al areas of the hospital shall be cleaned in
accordance wth |Chapter 6.

(2) Surfaces shall be decontam nated with an appropriate
di sinfectant after conpletion of procedures; after any spill of
bl ood or other potentially infectious material; and at the end of
the work shift if the surfaces have becone contam nated since the
| ast cl eani ng.

(a) Protective coverings, such as plastic wap,
alum numfoil, or inperviously backed absorbent paper (chucks)
used to cover equi pnent or environnent surfaces, shall be
renmoved and replaced as soon as feasible after overt contam na-
tion or at the end of the work shift if contam nation may have
occurred during the shift.

(b) Broken gl assware which may be contam nated
shall not be picked up directly with the hands. It shall be
cl eaned usi ng nechani cal nmeans, such as dust pan and brush,
tongs, or forceps. Broken glassware shall be disposed of into a
sharps contai ner and the area of breakage and cl ean up equi pnent
sanitized with an appropriate disinfectant. Protective gloves
shoul d be worn during this procedure. This cleaning nethod shal
al so be used for a sharps container spill. Using a nechanical
means as referenced above, place the needles into a |large six
gal l on sharps container. DO NOT FORCE NEEDLES BACK I NTO THE SAME
SMALL SHARPS CONTAI NER!

c. Contam nated sharps shall be discarded as soon as
possi ble into containers constructed and | abel ed i n accordance
with reference (d). During use, containers for contam nated
sharps shall be:

(1) Easily accessible to personnel and |ocated as
cl ose as possible to the area where used.

(2) Maintained upright during use and repl aced when
approximately three-quarters full.

(3) Wen noving containers of contam nated sharps
fromthe area of use, they shall be:

(a) Closed prior to renoval or replacenent to avoid
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spillage or protrusion of contents during handling, storage,
transport, or shi pping.

(b) Placed in a secondary container if |eakage is
possi ble. The secondary contai ner shall be |abeled in accordance
with reference (d).

d. Laundry. Contam nated |aundry shall be doubl e-bagged and
| abel ed i n accordance with Chapter 6 of this manual.

(1) Laundry contam nated with blood or other potentially
infectious material shall be handled as little as possible with a
m ni mum of agqgitation.

(2) These seal ed bags shall then be placed with other
dirty laundry for the contract linen service to pick up. Drty
| inen shall not be counted and bags shall remain seal ed.

(3) Wienever contam nated laundry is wet and presents a
reasonabl e |ikelihood of soak-through of or |eakage fromthe bag
or container, it shall be placed and transported in bags or con-
tai ners which prevent soak-through or | eakage of fluids to the
exterior.

7007. Hepatitis B Vacci nation

a. Hepatitis B Vaccination

(1) Al staff personnel shall be inmunized agai nst HBV in
accordance wth references (b).

(2) If acivilian enployee declines HBV vaccination,
a signed and dated statenent shall be filed in the enpl oyee
heal th record mai ntai ned by the Cccupational Health Cinic.
The enpl oyee may continue to work in patient care areas, after
t hey have received counselling concerning the risks resulting
fromtheir decision. Mlitary nmenbers who are defined as
category |11, Job Cassification will be offered HBV vaccinati on.
I f the nenber declines the vaccine a special SF 600 wll be
assi gned and nmai ntained within that nmenbers nedi cal record.

(3) If aMlitary nenber/C vilian enployee initially
declines HBV vaccination but at a |ater date, while still
enployed at this facility, desires to accept the vaccination, it
w Il be nmade avail abl e then.
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(4) I'f a routine booster dose(s) of HBV is recomrended
by the U. S. Public Health Service or Preventive Mdicine
Division at a future date, such booster shall be made avail abl e
in accordance with current Naval regul ations.

7008. Comuni cati ng Hazards to Enpl oyees

a. Labels and signs

(I') Wwarning | abels shall be posted on refrigerators and
freezers containing blood and other potentially infectious
material, containers of bionedical waste, and containers used to
store, transport or ship blood or potentially infectious
material, except as outlined in this instruction.

(2) Labels required by this section shall be in accord-
ance with reference (e).

(3) Red bags or red containers per reference (e) nay be
substituted for |abels.

(4) Containers of blood, blood conmponents or bl ood
products that are | abeled as to their contents and have been
rel eased for transfusion or other clinical use are exenpt from
the | abeling requirenents.

(5) Individual containers of blood or other potentially
infectious material that are placed in a | abel ed contai ner during
storage, transport, shipnment or disposal are exenpt fromthe
| abel i ng requirenent.

(6) Labels required for contam nated equi pnent shall be
in accordance with reference (e) and shall also state which
portions of the equi pnent remai n contam nated.

b. Information and Training

(1) Al personnel with occupational exposure shal
participate in a training program about Standard precautions,
I nfection Control and Exposure Control at the tine of initial
assignment and annually thereafter.

(2) The training programshall contain as a mninmumthe
foll ow ng el enents:
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(a) An accessible copy of reference (e) and an
expl anation of its contents.

(b) General epidem ology and synptons of bl ood-borne
di seases.

(c) Modes of transm ssion of bl ood-borne pathogens.

(d) Contents of this instruction.

(e) Appropriate nethods for recogni zing tasks and
other activities that may invol ve exposure to bl ood or other
potentially infectious materials.

(f) Use and Iimtations of nmethods that will prevent
or reduce exposure including appropriate engi neering controls,
wor k practices, and personal protective equi pnent.

(g9) Types, use, location, renoval, handling,
decont am nati on and di sposal of personal protective equipnent.

(h) Selecting personal protective equipnent.

(i) Actions to take and persons to contact in an
energency involving blood or other potentially infectious
mat eri al s.

(j) I'nformation concerning Hepatitis B Vaccines,
including information on its efficacy, safety, nethod of adm nis-
tration, and the benefits of being vaccinated.

(k) Procedures to follow if an exposure incident
occurs, including the method of reporting the incident and the
medi cal followup that will be provided.

(1) Post-exposure evaluation and foll ow up
pr ocedures.

(m Post-exposure prophylaxis
(n) Signs and | abels and col or codi ng.

(o) An opportunity for interactive discussion with
t he person conducting the training session.
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(4) The person conducting the training shall be
know edgeabl e in the subject matter covered by the el enents
contained in the training program

70009. Docunent ati on

a. Medical Records

(1) Al enployees with occupational exposure shall have
a nedi cal record established and mai ntained in accordance with
reference (e).

(2) This record shall include:

(a) The nane and social security nunber of the
i ndi vi dual

(b) A copy of the enployee's Hepatitis B vacci na-
tion status, including the dates of all HBV and any nedi cal
records relative to the individual's ability to receive
vacci nati ons.

_ (c) Acopy of all results of exam nations, nedical
testing, and foll ow up procedures as required follow ng an
exposure incident.

(d) A copy of the healthcare professional's witten
opi nion follow ng an exposure incident.

(e) A copy of individual's Statenent of Declination,
i f applicable.

(3) Confidentiality. Medical records shall remain
confidential and disclosure will not be nade w thout the
i ndividual's expressed witten consent to any person except as
all owed or required by Naval regul ations.

(4) Per reference (e), nedical records shall be
mai nt ai ned by the Departnent of Defense agency enploying the
i ndividual for at |east the duration of enploynent plus 30 years.
b. Training Docunentation

(1) Training docunentation shall include the foll ow ng:
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(a) Dates of training sessions in individual training
record, maintained by Education and Trai ning.

(b) Contents or summary of training sessions, nain-
tained on file in departnents and Infection Control Ofice.

(c) Names and job titles of all persons attending
the training sessions.

(d) Names and qualifications of person conducting
trai ni ng sessions.

(2) Training docunentation shall be maintained for three
years fromthe date on which the training occurred.

c. Individual nedical and training docunentation shall be
provi ded upon request for exam nation and copying to the individ-
ual, to anyone having expressed witten consent of the
i ndi vi dual

7010. Action
a. Cccupational Health shall

(1) Be responsible for managi ng all phases of potenti al
exposures to HBV or H'V, subsequent to parenteral or nucous nent
brane exposure to bl ood or other body fluids.

(2) Interview all referred health care workers and
docunent the interview and results of any required blood tests
in the nmenber's health record. This interviewis routinely
conducted by the Cccupational Health Nurse.

(3) Provide copies of all cases, or suspected cases, of
heal t hcare wor ker exposure to Bl ood-Borne Pat hogens (BBP's) to
the Infection Control Oficer.

(4) Wen required:

(a) Ensure initial and followup blood test are
performed and results recorded.

(b) Initiate D sease Alert Reports.

(c) Notify the local health authorities.
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(5) Conduct annual control plan reviews and revisions as
appropri ate.

b. Command Safety Manager is responsible for the m shap
i nvestigation of all sharps injuries and nucosal exposure to
bl ood or body fluids cases.

c. Director, Medical Services is responsible for all nedical
aspects of this chapter.

d. The Head, Education and Trai ning Departnent shall:

(I') Coordinate training for all staff personnel in
accordance wth reference (e).

(2) Maintain staff training records in accordance with
reference (e).

e. The Infection Control O ficer and Infection Control
Comm ttee shall:

(1) Ensure that this chapter is reviewed and updated
annual | y.

(2) Monitor conpliance with this directive and
i mredi ately report any discrepancies to the Executive Oficer.

(3) Conduct trend analysis of exposures to BBPs and
mai ntai n docunentation of corrective action taken, when problem
areas are noted.

f. Departnent Heads/ Supervisors shall

(1) Ensure all occupationally exposed health care work-
ers under their cognizance report wthin one hour of exposure to
bl ood borne pathogens to O/ PMw th health record during nornma
wor ki ng hours (0730-1600, Monday through Friday).

(2) If the enployee is exposed after nornmal working
hours, he/she nmust report to the Enmergency Medici ne Departnent.

(3) Wen possible, the nane, social security nunber, duty
station, address and tel ephone nunber of the source patient wll

be provided to COccupational Heal th/ Preventive Mdicine. Use
Appendi x C for this purpose.
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(4) Conplete Mshap Report and forward to Safety.

(5) Complete QCR and forward to Ri sk Manager.

(6) Ensure personnel attend initial and annual training.
g. Hospital Staff shall

(1) Thoroughly wash exposed area, immediately after
exposure.

(2) Notify supervisor of exposure.

(3) Report to O PMwth source (if possible) within one
hour of exposure during nornmal working hours. After normal
wor ki ng hours, report to Emergency Medicine Departnent for
eval uation and treatnent.

h. Emergency Room Provider shall:

(1) Conplete H V Post Exposure Prophyl axis (PEP) Provider
Encounter Form (Appendix C) to determine if HV PEP is required.

(2) Follow guidelines in Section 7012 to determne if
Viral Hepatitis Prophylaxis is required.

(3) Refer the patient to CGccupational Health/ Preventive
Medi ci ne for follow up.

7011. Post -exposure Evaluation and Follow up. Follow ng an
exposure incident, a Quality of Care Review (QCR) will be
initiated. The QCR shall include at |east the foll ow ng:

_ (1) Docunentation of the route(s) of exposure and the
ci rcunst ances under whi ch exposure occurred.

(2) ldentification and docunentation of the source
i ndividual, unless identification is not possible.

(a) The source individual’s blood shall be tested, if
i ndi cated, as soon as feasible and after required consent is
obtained, in order to determ ne HBV and H V status. |f consent
is not obtained, it shall be established in witing that legally
requi red consent could not be obtained.
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(b) When the source individual is already known to
be infected with HBV or H'V, testing for the source individual’s
status need not be repeated.

(c) Results of the source individual’s testing
shall be nmade avail able to the exposed enpl oyee, and regul ati ons
concerning disclosure of the identity and infectious status of
t he source individual

(3) A healthcare professional’s opinion:

(a) Shall be obtained, in witing, and a copy
provided to the exposed individual within 15 days of the
conpl etion of the evaluation.

(b) HBV vaccination shall be limted to whet her HBV
vaccination was indicated for an individual, and if such
vacci nati on has been received.

(c) Post exposure evaluation and follow up shall be
limted to the follow ng information:

1 That the enpl oyee has been infornmed of the
results of the eval uation.

2 That the enpl oyee has been told about any
possi bl e medi cal conditions, resulting from exposure to bl ood or
other potentially infectious material, which require further
eval uation or treatnent.

(d) Al other findings or diagnoses shall remain
confidential and shall not be included in the witten report.

7012. Recommendations for Viral Hepatitis Prophyl axis

a. Hepatitis A

(1) When adm ni stered appropriately, pooled human
i munogl obulin (I'G can reduce the attack rate of Hepatitis A by
80-90% (See Note 1l)Hepatitis A vaccine is available for exposed
individuals if it should be needed and is adm nistered to al
mlitary personnel.

(2) Little or no protection is obtained when IGis
del ayed by two weeks or nore post-exposure; the best |evel of
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protection is obtained when IGis adm nistered within seven days
af ter exposure.

(3) After parenteral or mucous nenbrane exposure to
bl ood, feces, or other fluids of known Hepatitis A cases, person-
nel exposed shoul d receive post-exposure prophyl axis.

b. Hepatitis B

(1) Hepatitis B imune globulin (HBIG can reduce the
attack rate of Hepatitis B after exposure by 75% Hepatitis B
vacci ne can reduce the attack rate of Hepatitis B by 80-95% The
conbi nati on of an approved Hepatitis B vacci ne and pool ed human
i mmunogl obulin (I1G can also be very effective. (See Notes 1&2).

(2) The current recommendation fromthe Center for
Di sease Control is that HBI G be given within seven days of
"needl e-stick" exposure to Hepatitis B. Although sone studies
indicate that protection may be greater if HBIGis given within
t hree days post-exposure, others suggest that sone |evel of pro-
tection may be obtained when HBIG is del ayed for several weeks.

(3) Recommendations for Hepatitis B prophylaxis foll ow
ing parenteral exposure are as follows for a known HbsAg
(Hepatitis B surface antigen) positive source:

(a) Unvacci nat ed exposed person
1 Administer HBIG (0.06m /kg IM imedi ately.

2 Initiate HB vacci ne seri es.

(b) Vaccinated exposed person.
1 1G(0.06 Mm/kgIM imediately. (See Note 3)

2 Test exposed person for anti-HBsAg. |If
anti-HBsAg titer inadequate (less than 10 SRU (Sanple ratio
units) by RI A (Radi oi mmunoassay), or negative by EIA (Enzyne
i mmunoassay), then adm nister HBIG and HB vacci ne booster dose
i mredi atel y.

(4) Recommendations for Hepatitis B prophylaxis foll ow
ing parenteral exposure are as follows for an unknown HbsAg
(Hepatitis B surface antigen) positive source:
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(a) H gh-risk to HbsAg positive (e.g., honosexual, IV
drug user, recipient of nultiple blood transfusions, history of
hepatitis or elevated |iver function tests (LFTs), etc.,).

1 Unvacci nat ed.
a Adm nister HBIG imredi ately. (See Note 3)
b Initiate HB vacci ne.

c Test source for HbsAg, if positive,
adm ni ster HBIG within seven days. Requests for source HbsAg
testing should be coordinated with the | aboratory to ensure that
the test is processed through the nost expedi ent |aboratory
avail able. The key is rapid turnaround on source testing.

2 Vacci nat ed.

a Adm nister HBIG imredi ately. (See Note 3)

b Test exposed person for anti-HBsAg, if
negative, admnister HBIG and, if source is HbsAg positive, also
adm ni ster HB vacci ne booster dose.

(b) Lowrisk to be HbsAg positive.
1 Unvaccinated. Initiate HB vacci ne.
2 Vaccinated. Nothing required. (See Note 4)

(5) Source known to have chronic liver disease or
docunent ed abnormal LFTs and HbsAg negati ve.

(a) Adm nister HBI G imedi ately.
(b) I'f unvaccinated, initiate HB vacci ne series.
Not es:

1. Immune globulins and HB vaccine are not contraindicated in
pr egnancy.

2. Hepatitis B vaccine may be given at the sane tine as HBI G
However, they should be given at different sites.
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3. Pool ed serum i mmunogl obulin (1G or "gamma gl obulin") contains
vari abl e anobunts of anti-HB (titers ranging between 1:16 to 1:
1000 conpared with HBIGtiters of 1:1000,000) and offer

varyi ng degrees of protection against HB. However, 1Gis both
safe and i nexpensive, and does not interfere with HBIG or HB
vacci ne.

4. Follow ng exposures to |l owrisk or unknown sources, the risk
of contracting hepatitis is considered |low Prophylaxis is not
generally recommended. However, health care providers nust make
the final decision. If a patient is "worried", G may be a
reasonabl e treat nent.

7013. Recommendati ons for H V Post Exposure Prophyl axis (PEP)

a. The current recommendation fromthe Center for D sease
Control is that the PEP is adm ni stereed within two hours of
occupati onal exposure with highest risk for HV transm ssion.

b. PEP Provider Encounter Form (|JAppendi x C)| is used to
determ ne risk |evel

C. Recomrendations for HV PEP are as follows for an
occupati onal exposure with highest risk for HV:

(1) Drug - Zidovudine (AZT, Retrovir)
Adult Dose 200 ng PO tid; capsules 100 ny

Side Effects Nausea, headache, anem a, nul aise, insomi a,

gr anul oct openi a, thronbocytopenia, reversible myopathy with

i ncreased CPK, bl uish pignentation of nucosa and nails, lactic
aci dosi s, increased LFTs.

Drug interaction include increased AZT | evels with probenecid.
I ncreased toxicity with other bone nmarrow suppressing agents
(trimethoprimsul fanmet hoxazol e, ganciclovir, antineoplastic
agents, flucytosine, anphotericin b).

(2) Drug - Lam vudine (3TC, Epivir)
Adult Dose >50 kg: 150 ng PO bid;
<50 kg: 2 ng/kg PO bid; tablets 150 ng

Side Effects Headache, fatigue, nmuscle ache, insomia, abdom nal
pai n, rash, nausea, vomting.
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Little information on interactions. _ _
Trimet hopri m sul f amet hoxazol e i ncrease | am vudi ne | evel s.

(3) Drug - Indinavir (Crixivan)
Adult Dose 800 ng PO q 8 hrs. Take on enpty
stomach or wwth a |Iight snack; capsules 200 ng, 400 ny.

Side Effects Nausea, vomting, diarrhea, nephrolithiasis,
i nsomi a, hyperbilirubinem a, rash, increased
am not ransferase, dry skin, dizziness.

Drug interactions include increased | evels of rifabutin.
Decreased Indinavir levels with rifanpin-avoid use.

I ncreased Indinavir levels with ketoconazole. No information
on terfenadi ne, aztem zole, cisapride, triazolam mdazolam
avoi d use.
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Chapter 8

EXPOSURE CONTROL PLAN FOR OCCUPATI ONAL HEALTH EXPOSURE TO
TUBERCULCSI S ( TB)

8001. Purpose. To establish guidelines and assign responsibil-
ities for inplenentation of the Exposure Control Plan for Cccupa-
tional Exposure to Tuberculosis in conpliance with references (i)
and (j).

8002. Background

a. Tuberculosis (TB) is an infectious disease which is found
worldwide. In the United States, TBis nore likely to occur in
certain subpopulations. Goups with a higher preval ence of TB
i ncl ude nedically undeserved popul ati ons, honel ess persons,
al coholics, drug users, prison inmates, and foreign borne persons
fromTB endem c areas. certain nedical conditions including HV
infection silicosis chronic renal failure, diabetes, and
I munosuppressi ve nedi cations, increase the risk of TB infection
progressing to TB di sease.

b. Mycabacteriumtuberculosis, the bacteriumthat causes
tuberculosis is nost likely transmtted in healthcare facilities
frompatients with unrecogni zed pul nonary or | aryngeal tubercul o-
sis who are not on effective antitubercul osis chenot herapy and
who have not been placed in proper TB isol ation.

c. Droplet nuclei generated when persons with pul nonary or
| aryngeal TB sneeze, cough, speak, or sing, carry M tubercul o-
sis in airborne particles. These particles are approxinmately 1-5
mcrons in size and can spread throughout a roomof a building on

normal air currents. Infection occurs when a susceptible person
i nhal es these droplets nuclei and the bacilli reach the alveol
of the lungs. Initial infection with M tuberculosis is both

asyntomati c and not infectious but can be denonstrated by a
positive tuberculin skin test. About a 10%lifetinme risk exists
for devel opi ng tubercul osis di sease, but the risk is greatest
during the first two years follow ng infection.

d. Nosocom al TB transm ssion has been associated with cl ose
contact with active TB in both patients or healthcare workers,
and during the procedures such as bronchoscopy, endotracheal
i ntubation and suctioni ng, open abscess irrigation, autopsy and
sputum i nducti ons and aerosol treatnents that induce cough,
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especially w th i mmunosuppressed patients with active TB trans-
m ssi on.

8003. Definitions

a. Tuberculosis. A disease produced by infection with M
Tubercul osis. For purpose of this exposure control plan,
persons infected wwth M tuberculosis are considered to be in
one of the follow ng categories.

(I') Active TB Infection. The person has synptons,
signs, radiographic, or |aboratory evidence of pul nonary, nenin-
geal, mlitary or extrapul nonary tubercul osis. Pul nonary
tubercul osis is the nost cormon form of active di sease, but not
the only one. It causes the nost concern because of the poten-
tial to transmt the infection to others by the airborne route.
I n general such persons require treatnent with multiple anti-
biotics, and will be or should be under the care of a physician.

(2) Latent TB Infection. The person has no synptons,
si gns, or radiographic evidence of active di sease; but does have
evi dence of infection, as indicated by the presence of a positive
tuberculin skin test. For the purpose of this Exposure Control
Plan, all individuals who have a positive tuberculin skin test
are considered to have a tuberculosis infection. Al though such
i ndi viduals may al so have active di sease, for purpose of this
chapter, tuberculosis infection refers solely to individuals
whose only evidence of tuberculosis infection is a positive
tuberculin skin test.

8004. Pol i cy

a. Al hospital staff nenbers and vol unteers, including
facility workers who are not nenbers of the Medical Departnent,
wi |l receive an annual tuberculin skin test. EXCEPTI ON.: PERSONS
ALREADY KNOW TO HAVE A DOCUMENTED POCSI Tl VE PPD SHOULD NOT BE
TESTED !!

b. Tubercul osis screening will be conducted using the
Mant oux tuberculin skin test nethod pursuant to reference (j)
and gui delines provided in the BUMVED NST 6224 seri es.

c. Al patients/staff found to have a positive skin test,
suspected or confirnmed tuberculosis wll be evaluated i medi ately
by a health care provider and reported to the Preventive Medicine
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D vision, pursuant to reference (j) and guidelines provided in
t he BUVEDI NST 6224 series and a SF600 TB questionnaire wll be
conpl et ed.

e. Isolation precautions will be applied for patients who
are suspected or confirned to have active tubercul osis and who
may be i nfectious.

f. Personnel entering a roomin which cide-fast Bacilli
(AFB) isolation precautions are in place will wear a di sposable
high efficiency particulate air respirator (HEPA). A final
ruling for this is not conpleted. Place paper mask on patient.

g. Isolation roomair flowwll be set up and maintai ned so
that air flows into the roomfromthe hallway (negative pressure)
to mnimze possible spread of tuberculosis bacilli into the
general area. |Isolation roomdoors nust be kept closed to main-
tain control over the direction of the air flow.

h. |If Tuberculosis infection or Active Di sease is suspected
prior to placenent in a isolation rooma properly fitted surgi-
cal mask or disposable, valveless PRw Il be given to the patient
to reduce the spread of infectious particles when transporting
within the facility or between facilities.

i. Prior to HEPA use, staff nenbers will be adequately
trained in the use of, disposal and properly fit tested as per
NAVHOSP29PALMSI NST 5100. 1C.

8005. Ri sk Assessnent

a. The purpose of this assessnent is to evacuate the risk
for TB transmssion in the facility as a whole and in each
i ndi vi dual area (ward, clinics, energency department, mlitary
sickcall) and occupational group in the facility. Infection
control interventions then can be based on actual risk. The
interval for reassessnent of risk and the frequency of Purified
Protein Derivative (PPD) testing should be based on data fromthe
nost recent risk assessnent.

(1) Review the nunber of TB patients seen per year, by
area (inpatient and outpatient).

(2) Review the drug susceptibility patterns of M
tubercul osis isolated TB patients in the facility.
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(3) Retrieve and anal yze heal thcare worker (HCW PPD
data, by area (inpatient and outpatient) or by occupational group
(physi cians, nurses, corpsman, respiratory therapists, nedical
clerks, etc.).

- (4) Review nedical records of a sanple of consecutive
TB patients to evaluate infection control paraneters and isol a-
tion criteria.

(5) Perform an observational review of infection control
practices.

(6) Review the nost recent engineering and ventilation
eval uati on and mai nt enance procedures.

b. dassify risk for occupational group by Potential
Exposure Determ nation. |In determ ning the occupational risk to
enpl oyees, all hospital working conditions and environnent shal
be evaluated at |east annually. Duties, tasks, procedures and
job classifications that place an enployee at risk of occupation-
al exposure will be taken into consideration. The follow ng
gui delines for potential exposure are provided.

(I') H gh R sk (Probabl e Routine Exposure)
(a) Physicians
(b) Physicians Assistants
(c) Nurses
(d) Hospital Corpsnen (to include IDC s)
(e) Laboratory Technicians
(f) Medical derks and Receptionists
(2) Internmedi ate R sk (Non-routine/ Possible Exposure)
(a) Anbul ance Drivers
(b) Optonetry and Pharnacy Personnel

(c) Gccupational Health/Preventive Medicine
Per sonnel .
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(d) Medical Treatnent Housekeepi ng Personnel .
(3) Low Risk (Unlikely Exposure)

(a) Adm nistrative Personne

(b) Audi ol ogy Personnel

(c) Bionedical Equipnment Repair Technician

(d) Operating Managenent Personnel

(e) Facilities Mintenance Personnel

c. R sk classification will be based on data coll ected
and anal yzed regarding the foll ow ng:

(1) The nunber of infectious TB patients admtted to
the area or ward or the nunber of infectious TB patients to whom
HCW's in an occupational category may be exposed.

(2) The results of the analysis of HCWPPD test con-
versions. Wre PPD test conversion rates significantly greater
than areas without TB patients or than previous rates in the sane
areas? Were there clusters of PPD test conversions over a 3-
nonth period, e.g., two or nore PPD conversions in one area or in
a single occupational group working in nultiple areas?

(3) Possible patient-to-patient TB transm ssion.

8006. Methods of Control

a. An effective TB control programrequires early detection
isolation and treatnent of persons with active TB. The program
shoul d be based on a hierarchy of controls designed to neet the
frequency of HCW PPD testing above objectives. In order of
i nportance, these include admnistrative neasures to reduce the
risk of persons with infectious TB, engineering controls to pre-
vent the spread and reduce the concentration of infectious
dropl et nuclei, and the use of personal respiratory protective
equi pnent .

b. Adm nistrative Measures

(1) Consider a diagnosis of TB in any patient with
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persi stent cough (>2 weeks duration) or other signs or synptons
conpatible wth TB such as conpl ai nts of bl oody sputum ni ght
sweats, weight |oss, anorexia, or fever.

(2) The index of suspicion for TB should be very high
in areas or anong groups of patients in which the preval ence of
TB i s high.

(3) Institute diagnostic neasures for identifying TB
i s suspected cases. These neasures include history, physical
exam nation PPD test, chest x-ray, and m croscopi c exam nation
and culture of sputum or other appropriate specinens. Mke
| aboratory nmethods for identifying TB rapidly available (our Lab
must transport the AFB cultures to another facility to be read).
triage patients using vigorous efforts to detect patients with
active TB.

(a) Evaluate patients pronptly to mnimze the
time spent in anbul atory care areas.

(b) Apply TB precautions while the diagnostic
eval uation i s being conducted.

(c) Place the patient in a separate waiting area
apart fromother patients ideally, in a roomneeting TB
i sol ation requirenents.

(d) Provide the patients a surgical mask as wel |
as tissues to cover the nose and nouth if the mask is renoved
during coughi ng or sneezing.

(e) Schedul e appointnments for patients with TB to
avoi d exposing H V-infected or other severely inmunoconprom sed
persons.

(f) Direct the managenent of hospitalized patients
with TB to include vigorous and rapid eval uati on of suspected or
confirmed TB cases, rapid initiation of treatnment and initiation
of TB isolation as per the nost current nedical guidelines.
Adm ni ster antituberculosis nedication by directly observed
t her apy (DOT).

(g) The success of TB isolation practice will be
greatly enhanced by the foll ow ng:

Encl osure (7)
8-6



NAVHOSP29PALMSI NST 6220. 10C
28 Cctober 1997

1 Educate patients who are placed in TB
i sol ation about the transm ssion of TB and the reasons for
isolation. This included being taught to cover their nouths and
noses whil e coughi ng and sneezi ng, even when in isolation.

2 Keep the nunber of persons entering the
isolation roomto a m ni mum

3 Perform di agnostic procedures in the isolate-
tin room whenever possible to avoid transportation throughout
the facility. Schedul e diagnostic or treatnent procedures that
must be perfornmed outside of the isolation roomat tinmes when
they can be perforned rapidly and when waiting and general use
areas are | ess crowded.

4 Facilitate patient adherence to TB
i sol ati on neasures, including the use of incentives if necessary.

5 Pl ace warni ng signs outside the TB isolation
room e.g. "special respiratory isolation" or "AFB isolation".

c. Engineering Controls

(1) Design and inplenentation of engineering controls
wll take a concerted effort between infection control
facilities engineers, industrial hygiene, occupational health and
safety personnel. The programw Il include review of general use
areas, TB isolation roons, and special therapy roons.

(2) General Use Areas include waiting roonms, energency
room radiology suites, and other areas potentially shared by TB
patients and other patients or staff. The follow ng guidelines
shall be used for ventilation systens in general use areas:

_ (a) Design and nmaintain ventilation systens so
that air flows fromclean areas to | ess-cl ean areas.

(b) Suppl enent the general ventilation in
facilities or areas serving populations with a high preval ence of
TB with additional engineering approaches (e.g., ultraviolet
germcidal irradiation (UV@), HEPA filtration) in general use
areas where patients with TB are likely to be found.

(3) Isolation Roons (private room) shall be used for

patients suspected or known to have infectious TB. This includes
patients in roons where high risk procedures are perforned.
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(a) Maintain the isolation roomunder negative
pressure.

(b) Design the ventilation systemto achieve the
best possible ventilation air flows, with a mnimumof 6 air
changes per hour (ACH).

(c) Keep doors to the isolation room closed,
except when patients or personnel mnmust enter or exit the room

(d) Exhaust air fromthe isolation roons directly
to the outside of the building (away fromintake vents, open
w ndows or popul ated areas). Wen the ventilation system or
facility configuration is such that it is inpossible to vent the
exhaust to the outside, exhaust through properly designed,
installed and mai ntained HEPA filters before returning the air
to the general ventilation.

_ (e) The isolation roonms are located on the nulti-
service ward under negative pressure as per references (i) and

(7).

d. Special Use Areas. Use source control techniques such
| ocal exhaust ventilation in areas where nedi cal procedures are
performed that are likely to generate aerosols containing
i nfectious particles. This can be done using encl osure devices
or exterior devices that capture and discharge air directly to
the outside (away from popul ated areas, open w ndows, and i ntake
vents) or through properly designed, installed and naintained
HEPA filters. The location of special use areas and the course
control techniques to be used for the aerosol generating nedi cal
procedures nmust be specified within the specific departnental
st andard operating procedures manual .

e. Monitoring of Ventilation and O her Engi neering Controls
shall be by the Facilities Managenent Departnent and | ndustri al
Hygi ene Division to include:

(1) Evaluate the entire ventilation system based on the
risk classification of the areas within the facility, on a
periodi c basis per references (i) and (j).

(2) Check the negative pressure in isolation roons
daily (when in use) using snoke tubes.
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(3) Verify a mnimumair velocity of 100 feet per
m nute into negative pressure roons periodically, but at |east
quarterly, using an air velocity neasuring device (e.g.,
t her nroanenoneter).

(4) Inplenment a regular schedul ed mai ntenance program
to monitor HEPA filters for | eakage and for filter |oading.

8007. Personal Respiratory Protection. Al staff nmenbers and
volunteers wll wear N OSH approved high efficiency particul ate
air (HEPA) respirators in the follow ng circunstances:

a. Wen entering roons housing individuals with suspected
or confirnmed infectious TB di sease.

b. Wen perform ng high hazard procedures on individuals who
have suspected or confirned di sease. Exanple of high hazard
procedures include aerosolized nedication (e.g., pentam dine)
treatnment, bronchoscopy, sputuminduction, endotracheal intuba-
tion and suctioning procedures, and autopsies.

c. Wien energency-nedi cal -response personnel or others nust
transport, in a closed vehicle and individual wth suspected or
confirmed TB. Suspected TB neans a patient who has signs,
synpt ons, radi ographic, or |aboratory evidence supporting a
di agnosi s of probable TB, but in whom confirmation has not yet
been done.

d. Provide patients with suspected or confirnmed TB di sease
surgi cal masks to wear when they are outside of the isolation
roomor in general use areas. Enployees that transport the
patient do not need to wear a respirator outside of the isolation
room unless they are transporting the patient in a closed
vehicle. Do not place visitors into the command Respiratory
protection Plan (RPP)

e. Individuals who are required to wear respirators under
this plan will receive training, nedical screening, and fit
testing as part of a conprehensive RPP that is in full conpliance
with 29CFR 1910. 134, OPNAVI NST 5100.23C, Chapter 15 and NAVHOSP
29PALMSI NST 5100. 1C, Chapter 11.| Oversight for the programwl |
be assigned to the Command Safety Manager and | ndustri al
Hygi enist. The command Saf ety manager and | ndustrial Hygieni st
w || devel op standard operating procedures that contain infor-
mation on all aspects of the RPP. The command Saf ety nanager and
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I ndustrial Hygienist are al so responsible for evaluating the RPP
at | east nonthly.

8008. Enpl oyee Heal th

a. Al nedical providers shall ensure that personnel wth
positive PPD tests, PPD test conversions, or synptons suggestive
of TB are identified, evaluated pronptly to rule out active TB,
and started on therapy or preventive therapy if indicated.

b. Counsel health care Wrkers (HCWs) regarding TB:

(I') All HIV-infected or severely inmmunoconprom sed
HCW's shoul d be counsel ed about their increased risk of rapid
progression fromlatent TB infection to active TB di sease and the
need to follow existing infection control reconmendati ons.

(2) Reasonable attenpts to offer alternative job
assi gnnents should be nade for those i munoconpronm sed enpl oyees
who work in a high-risk setting for TB transm ssion

c. Screening HCWs for active TB:

(1) At enploynent, all HCWs should receive a Mant oux
PPD. The health records of active duty personnel shall be
screened at tinme of check-in, to ensure that there has been a PPD
test wwthin the 12 nonths. On the initial test, two-step testing
(a second test) should be perfornmed to detect boosting phenonena
m ght be m sinterpreted as new PPD conver si ons.

(2) PPD tests should be adm nistered, read and inter-
preted according to current guidelines provided in reference (j)
and BUMEDI NST 6224. 8.

(3) The frequency of repeated PPD testing for al
PPD- negati ve HCW s depends on the risk assessnent of the
enpl oyee’ s work area or occupational group within the facility.

(4) I'f PPD test conversions are identified, other HCWs
assigned to the sane work area should be tested to determne if
there is additional evidence of transm ssion in the work area.

(5) Result of PPD tests should be recorded in the
i ndi vidual HCW's health record and in a retrievabl e aggregate
dat abase of all HCWPPD test results |located in the Occupationa
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Heal t h/ Preventi ve Medicine Departnent. The aggregate data wl|
be periodically analyzed by the Infection Control O ficer or
head, Occupational Health/Preventive Medicine departnent to
estimate the risk of acquiring new infection.

b. Evaluation of HCWs with positive PPD s

(1) AlIl HCWs with newy recogni zed positive PPD tests
or PPD test conversions should be pronptly evaluated for clini-
cally active TB with a chest X-ray and clinical evaluation. The
Occupational Health/ Preventative Medicine Departnent will main-
tain surveillance of all PPD reactors.

(2) Consider drug susceptibility patterns from known
sources of exposure to determ ne appropriate preventive therapy
for the HOWwi th a PPD test conversion.

(3) HCWs with a positive PPD will be notified periodi-
cally that a clinical valuation is warranted if pul nonary
synpt ons devel op which are suggestive of active TB.

(4) No work restrictions are required for HCWs w th
| atent TB i nfection.

C. HCWwork restrictions for HCWwith acti ve TB:

(') HCW's with pul nonary or |aryngeal TB should be
excluded fromwork until they are no |longer infectious. Before
the HCW can return to work the provider should ensure that the
HCWis receiving adequate therapy, cough has resolved and the
HCW has three consecutive daily sputum AFB snears which are
negative.

(2) After return to work the provider should ensure
that the HCWcontinues effective drug therapy for the appropriate
time period and remai ns AFB sputum snear negati ve.

(3) Preventive Medicine will provide followup and
proper docunentati on.

(4) HCWs with TB at non-pul nonary sites can return
to work if the HCWis receiving adequate therapy and has had
clinical inprovenent.

d. Investigating PPD conversions and active TB in HCWs
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(1) The provider shall pronptly evaluate the HCWw t h
a new PPD conversion for active TB. The initial evaluation
shoul d be a thorough history physical exam nation, and chest
X-ray.

(2) Conduct a contact investigation in the HCWs work
area of occupational group to determne if additional TB trans-
m ssion has occurred. PPD testing protocols for high risk work
areas may be required in sonme investigations.

(3) Problens with patient detection, TB isolation
practices, or engineering controls need to be corrected, if
identified.

(4) Notify the Occupational Health/Preventive Medicine
Department and the Infection Control O ficer when HCW s devel op
active TBto allow for disease reporting and contact investiga-
tion of community contacts not exposed in the facility.

e. Reporting of positive PPD skins test and active TB:

(1) Record positive PPD skin tests in the nmedical record
(SF-601) as "nunber of mllineters"” and on the "OSHA Log of
Occupational Injuries and Illness" (Safety O fice) (OPNAV Form
5102/ 7 is the Navy equivalent) if the positive skin test is
recent or work related.

(2) Record positive skin tests even when there is no
active TB.

(3) Update the log if a worker’s TB infection progresses
to active TB.

f. Enpl oyees exposure and nedical records. The Cccupati onal
Heal t h/ Preventi ve Medici ne Departnent and Staff Sickcall shal
mai ntai n enpl oyee exposure and nedical records in accordance with
29 CFR 1910.20 and BUMEDI NST 6224. 8.

8009. HCW Education and Training. The Infection Control Oficer
in conjunction with the Education and Traini ng Departnent shal
provide a training programabout TB that is appropriate to staff
job category. Training will be conducted before initial assign-
ment (Command | NDOC) and subsequently on an annual basis during
command annual training. The followng elenents will be included
in our TB training program

Encl osure (7)
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a. The basic concepts of TB transm ssion pathogenesis, and
di agnosis, including the difference between |atent TB infection
and active TB di sease, and the signs and synptons of active TB.

b. The community factors such as TB preval ence and
occupational situations which increase the risk of exposure to TB
inthe facility.

c. The command infection control policies to reduce the
transm ssion of TB. Site specific infection control neasures
may be additionally needed in high-risk areas.

d. The enpl oyee health policies pertaining to PPD testing
PPD positive results, and the principles of preventive therapy
for latent TB infection.

e. The responsibility of the HCWto seek nedi cal eval uation
promptly if synptons devel op which could be due to active TB in
order to receive appropriate evaluation and treatnent and to
prevent TB transm ssion to patients and ot her HCWs.

f. The inportance of the Provider or HCWto notify Head,
Cccupati onal heal th/ preventive Mdicine Departnent and the
Infection Control O ficer if diagnosed with active TB so that
appropriate contact investigation can be initiated.

g. The responsibility of Head, Cccupational Health/Preven-
tive Medicine departnent and the Infection Control Oficer wll
be to maintain confidential information about the HCWwhil e
assuring that the HCWrecei ves appropriate therapy and i s not
i nfectious before returning to work.

h. The high risk of H V-infected or severely imunoconpro-
m sed persons to have cutaneous anergy (fal se-negative skin
tests) as immune function declines, their nore rapidly devel opi ng
clinical TB after infection, wwith M tuberculosis, their having
different clinical presentations of active TB, and the high
nortality of nultiple drug resistant TB di sease in such
i ndi vi dual s.

i. The Command/ DOD policy of work reassignnment options for
severely i munoconprom sed HCW s as per SECNAVI NST 5300 seri es.

Encl osure (7)



NAVHOSP29PALMSI NST 6220. 10C
28 Cctober 1997

8010. Action
a. The Infection Control O ficer shall:

(1) Conduct risk assessnent on any patient admtted with
a positive PPD in conjunction with Preventive Medi cine.

(2) Provide technical assistance regarding the use of
Personal Respiratory Protection, nonitoring of ventilation and
ot her engi neering controls.

(3) Conduct a ventilation survey of isolation roons in
conjunction with facility IH Survey or as needed.

(4) Provide copies of all cases, or suspected cases, of
heal th care worker exposure to TB to the Infection Control
Oficer.

(5) Provide case information to Command Safety Manager.

b. The Director nedical Services shall be responsible for
al | nedical aspects of this Exposure Control PIan.

c. The Command Safety Manager shall:

(1) Review and provi de techni cal assistance regarding
the use of Personal respiratory Protection and coordi nate
associated training wth the MCAGCC Safety office.

(2) Docunent all work related PPD converters on the
CSHA | og of Qccupational Injuries and Il nesses (OPNAV Form
5102/ 7).

d. Facilities Managenent Departnent shall:
(1) Institute and maintain a schedule to nonitor
ventilation, negative pressure in isolation roonms and HEPA filter
systens within this Coomand, at |east quarterly.

(2) Performall necessary mai ntenance on the ventilation
systemprovided it is wthin the scope of their capabilities.

(3) Provide technical assistance as needed related to
the function of the ventilation systens.

Encl osure (7)
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e. Departnent Heads shall:

(1) Ensure all occupationally exposed health care
wor kers under their cogni zance report to OH/ PM as soon as
possi bl e.

(2) Ensure all occupationally exposed health care
wor kers under their cogni zance are reported to the Command Saf ety
Manager and the Infection Control Nurse.

(3) Ensure personnel under their cogni zance receive al
required programtraining prior to performng functions that
may put themat risk of exposure to TB.

Encl osure (7)
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APPENDIX A

QUALITY OF CARE REVIEW (QCR)

ART Il: DEPARTMENT HEAD/SUPERVISOR REVIEW: (Complete within 2 working days)

Print name of Reviewer Signature Rank/Rate/Grade/Title Date
If applicable, Involved Parties have reviewed this QCR? Yes No
Do Involved Parties wish to make a statement & attach to QCR? Yes No
RETURN TO RISK MANAGEMENT WHEN PART Il COMPLETED

PART IlI: MEDICAL STAFF/PIPA OR NURSING/DNS REVIEW

Review: WITHIN STANDARD OF CARE OUTSIDE STANDARD OF CARE

Print Name of Reviewer Signature Rank/Title Date

PART IV: COLLABORATION - Could other department(s)/directorate(s) benefit from a review of this process/system review?
If yes, please notate area(s) and reason(s) for the review:

PART V: LESSONS LEARNED (Can you identify any lessons learned from the Process or System Reviewed?)

PART VI: RETURN TO RISK MANAGEMENT DEPARTMENT. Risk Management Review

Print Name of Reviewer Signature Rank/Rate/Grade/Title Date
Date Rec’s Completed RM: Date QCR Initiated: Date QCR Complete: Letter to DH for CAF? 'Y N
Appendi x A

(Test Form) to Encl osure (7)
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APPENDI X B
M SHAP REPORT

Command: NAVHOSP 29PALMS, CA Ul C: 35949 Dat e of Report:
Type of Mshap: Near Mss__ Personal Injury__ Death__ Oher
Dat e: Ti me of M shap: Locati on of M shap:

Evolution at time of m shap:

Mai nt enance Work__ Repair___Construction__Sports__ O her

Equi pnent or Property Danage:

Estimated Cost: DoD: Non- DoD:

Narme of Injured: (Last, First, M): Mal e/ Feral e:

SSN: Rank & Rate: G ade: Phone:

_USN _ USNR __UsMC __ClV/ SERV __OTHER: Dept :

Duty Status at Time of Mshap: __ On _ Of O her:

Medi cal Di agnosis: _ Fatal __Permanent Partial Disability
__Permanent Total Disability ~__No Disability

Who Caused M shap? (Use List A

List A

11- Super vi sor/ For enan 15- Wat ch- St ander

12- Qper at or 16-Of-Duty Mlitary (Use for all off-duty)

13- Mai nt enance Wor ker

17-Preventive Mi ntenance |nspector
99- O her

14- Motor Vehicle Driver
( Speci fy)
What Did he/she Fail to Do?

List B

21-Correctly operate control s/
Moni t or di spl ays

22-Per f orm PM5/ Mai nt enance
Proper | y/ Lockout

23- Recogni ze hazardous situation

24-Use proper caution for

25- Use personal

(specify)

26- Use proper tool/equiprment for job

27-Take corrective action

Wiy did he/she fail

List C ---Behavior Factors---

41- Not conveni ent/confortabl e

42- Lack of concern/interest

43-Di stracted/inattention

44- Hast e

45- Habi t

46- Over confi dence

47- Excessive notivation

48- Enotional |y aroused (angry,
worried, etc.,)

---Trai ni ng/ Experi ence Factors---

51-1 nadequat e know edge of
per sonnel / equi pnent

52-1 nsufficient experience/skill/
t rai ni ng/ equi pnent

99- Ot her (specify)

control /displ ays

Not el Drug Use (1)
(2)
(3)

Not
Any ot her

and narrative

known ri sk
protective equi pment

to carry out actions?

(Use List B)

28-Pl an adequately

29-Match task to person's ability
30- Coordi nat e tasks

31-Provi de proper work/rest cycle
32- Supervi se progress of work
33-1 nspect conpl eted work

99- O her

__ (Use List ©
---Medical Factors---
61- Fati gue
62- Al cohol / hangover
63-Drug Use (see note #1)
64-Drug Abuse (see note #1)
65-111 ness (See note# 2)
66- Physi cal Handi cap/i npai r ment
---Communi cati on Factors---
71-Di srupted conmuni cati on
72- M sunder st andi ng
73-Failure to detect
war ni ng signal indicator
---Design Factor---
81-Restricted Vision
82- | nadequat e work space
83- Personal equi pnent interference
84- | nadequat e/ unavai | abl e t ool s/ equi prrent
85- Poor design/l ocation of

Prescri bed drugs/ nedi ci ne used as prescribed or
prescription drugs/nedicine used as directed
use of drugs/nedicine is drug abuse
Note# 2 If the illness is a result of present or

past enpl oynment give details

Appendi x B
to Enclosure (7)
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POST EXPOSURE PROPHYLAXI S (_PEP)
PROVI DER ENCOUNTER FORM

Pat i ent Nane: Dat e:
SSN: Ti me of exposure:
Wi ght (KG:

Patient Category (check appropriate |ine):
1. Active Duty
2. Cvil Service
3. Contract

A brief summary of what happened:

RISK vs TIME: This process is tinme critical, PEP is the nost
effective when given within one or two hours of exposure.

1. 1Is the source paptient knowmn HV positive? If yes, then
continue. If no, then skip to Section VII.

2. |Is PEP indicated? |If yes, the Physician will order a
24 hour supply of the medications and the pharmnmacy
wi |l dispense. |f you doubt whether or not the

exposure is high risk, then it is nore prudent to give
the PEP for 24 hours until the case can be reviewed by
I nfecti ous Di sease.

TYPE OF EXPOSURE (circle)

1) percut aneous

2) mucous nenbrane

3) skin (skin integrity is intact, short duration of
contact, small area of contact)

4) skin (prolonged contact, an extensive area, or an
area where skin integrity is visibly conprom sed)

Appendi x C
to Enclosure (7)
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SOURCE OF HI'V MATERI AL (circle)

a)
b)

c)
d)

bl ood

fluid containing visible blood or senen, vaginal
secretions, and cerebrospinal spinal, synovial,
pl eural, peritoneal, pericardial, and amiotic
fluids

other (ie Urine)

any exposure to concentrated H'V is treated as
per cut aneous exposure to blood with high risk

ANTI RETROVI AL PROPHYLAXI S RI SK EVALUATI ON

1.

Use the circled answers fromthe above | and |
sections to evaluate risk category bel ow

la, 1d, 2a, 2d, 3d, 4a, 4d = Highest Ri sk =
Recomrend PEP (3 drug prophyl axi s)

1b, 2b, 3b 4b =Increased Ri sk=
Ofer PEP (2 drug prophyl axis +I DV)

I ndi cate type of risk

Definitions:

a. Hgh Risk: Both | arge volunme of blood and

bl ood contai ning H V.
b. Increased Risk: Either |arge vol une of

bl ood nor bl ood containing H V.
c. No increased Risk: Neither |arge volune of

bl ood nor bl ood containing H V.
d. Recommend: PEP shoul d be recommended to
esposed worker wi th counseling.
O fer: PEP should be offered with counseling.
Not Offer: PEP should not be offered because
t hese are not occupational exposures.

-0

Appendi x C
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V. TYPE OF 24 HOUR PEP TO BE DI SPENSED AND COUNSELED ON:

1. Energency Departnent Physician will prescribe PEP and
the pharnmacy wi |l dispense the nedication(s).

a) AZT 200 ng PO TID; plus 3TC, see dosing
Encl. (B); plus Indinavir 800ng PO BI D

b) AZT 200 mg TID, plus 3TC, see dosing Encl. (B)
V. NOTI FI CATI ON OF PERSONNEL:

1. Enployees’ supervisor notifies Departnent Head during
nor mal business hours. Supervisor notifies OOD after
hour s.

2. Call the Infectious D sease Medical Oficer.

3. Infectious Disease fellow at Naval Hospital San D ego
by cal ling:

a) Infectious D sease Departnent at
(comm) (619) 532-7475 (DSN) 522-7475 if present
time i s before 1600.

b) The OCD at (comm) (619) 532-6400, (DSN) 522-6400
and have the I D Fell ow paged if the present tine
is after 1600.

1) Informthemthat PEP has been di spensed and
to make arrangenents for the follow up
Wi thin 24 hours.

2) Instruct patient on the tinme and pl ace of
the foll owup appointnment or to call the ID
Departnent @532-7475 within 24 hours if no
page return.

Appendi x C
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VI . EXPQAURE SI TE EVALUATI ON

1. Was exposure site washed or flushed after exposure? |If
no, then wash or flush innmedi ately.

2. Is nmedical intervention required for wound care?

a) ERreferral necessary (circle): yes no

VI1. FOLLOWMUP

1. |If exposure occurred after hours, instruct the patient
to report to Cccupational health next business day
(stress that this followup is nandatory for al
patients).

Vi11. COVPLETI ON

1. Ddthe patient receive the nedication wthin the
specified tine?

2. Dispense 2 24-hour supply of the nedication and stress
to themthat the followup wth ID and/or Cccupati onal
health is mandatory.

| X. ENCOUNTER FORM

1. Have patient sign encounter formprior to discharge
fromthe ER

2. Photocopy and give a copy of the encounter form and
drug information sheet(s) (if prescribed) to the

patient.
Patients Signature: Dat e:
Provi der Signature: Dat e:
Appendi x C
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